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Abstract 
 
Background 
The healthcare assistant (HCA) workforce delivers much of the fundamental care 
across both health and social care and is therefore in a unique position to influence 
the patient experience. To date, there has been little qualitative research that 
explores the HCA role from the perspective of the patient. 
Research Aim 
The research set out to explore, and generate a theoretical understanding of, 
the role of the HCA from the patient perspective within secondary care. 
Research Design 
This study explores patients’ perceptions of the role of the HCA within secondary 
care. Ethical approval was granted in May 2014. Data were collected in a large 
teaching hospital in North East England between 2014 and 2015. Employing 
constructivist grounded theory, twenty patient interviews were coded and analysed. 
Three later interviews were added for depth to the findings.  
Findings 
Four core categories emerged from the data:  
 Expectation 
Participants entered the healthcare environment with varying expectations but told a 
largely positive story about their experiences, reframing negative episodes within an 
overall positive narrative. This reframing may indicate participants were indirectly 
reinvesting in staff for their future care needs. 
 Observation 
Some participants worked out “who was who” through observation, often 
associating tasks with uniform. Where jurisdiction and performance of the HCA was 
not as expected, this sometimes made participants more vigilant.  
 Meaningful connections 
Meaningful connections involved comfort and consideration from staff and 
humorous interactions between participants and HCAs. These connections 
contributed to the patienthood experience and were employed as a trading strategy, 
to cement relationships and overcome difficult circumstances. 
 
 
 Adaptation 
Participants worked out when to ask for help, recognising their dependency on staff 
availability and desire not to be labelled a nuisance.  
Conclusion 
In conclusion, education and development for HCAs that enhances understanding 
of roles and performance and their impact on relationships with patients would 
enhance the patient experience.  
Implications 
Investigation of the negative patient episodes hidden within reframed positive 
narratives would inform future policy and educational initiatives.  
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As I went to attend to Sir Peter Scott after his admission to 
hospital I asked one of the nursing auxiliaries to come and assist 
me in making him more comfortable.  
He sat up in bed, sketch book in hand lost in his own time and 
space as the activities of the ward unfolded around him. The 
auxiliary glanced at what he was sketching and said “Oh you’re 
quite good at drawing aren’t you?” Unknown to the auxiliary was 
his great ability as a wildlife artist. 
He looked up and smiled, and did not say a word, but with a wink 
of his eye there was a suggestion he was happy to let her 
comment pass. He was happy just being there with us both in that 
moment…. 
 
I worked on a ward as a newly qualified nurse back in the early 1980s where 
I relied heavily on the auxiliaries – those currently referred to as healthcare 
assistants, or HCAs. Often twice my age and with many years of experience 
behind them I was often struck by their hard work, dedication and 
cheerfulness when I was often stressed and overwhelmed by the enormity of 
the responsibility. I owe a debt of gratitude to all those auxiliaries that were 
the silent army of workers that made significant contribution to my early 
nursing career and to the patients they cared for. 
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Chapter 1. Introduction to the study 
 
This introductory chapter is divided into 3 parts.  I firstly describe my interest 
in the role of the healthcare assistant (HCA) and how I came to study this 
subject matter. I then move onto the background and context for the HCA 
with the support of relevant literature. This provides the justification for the 
research area and what contribution this research will make to the existing 
body of knowledge. I conclude chapter 1 with an overview of the layout and 
structure of the thesis. 
1.1 Orientation 
My interest in this area stems from my work in clinical practice whilst 
studying for an MSc that I completed in 2012. Being interested in the 
secondary care workforce and the dynamics between healthcare assistants 
(HCA) and registered nurses (RN), I undertook a mixed methods study to 
explore the relationship between the two. The results were broadly in line 
with existing literature and suggested that the relationship between HCA and 
RN was complex (Spilsbury and Meyer, 2005), with the HCA role subject to 
much development over time (Allen, 2001; Stokes and Warden 2004; 
Kessler et al 2010; 2012). RNs also noted a shift in their capacity to deliver 
bedside care to the patient, delegating much of this activity to the HCA, as 
also found by others (Chang et al, 1998; Keeney et al, 2005; Spilsbury and 
Meyer, 2004, 2005; Kessler et al, 2010; Bach et al, 2012). 
My continued interest in the role of the HCA was against a backdrop of the 
Mid Staffordshire Inquiry, (MSPI, 2010) and the subsequent Francis report 
(MSPI, 2013).  The unfolding Mid Staffordshire story and subsequent report 
brought some of the local issues into sharp focus, with the result that the 
senior management team was engaged with the output from my MSc in 
order to gain further understanding of the HCA role from the workforce 
perspective.  
My MSc literature review highlighted a dearth of research on the HCA role 
from the patients’ perspective. I decided to undertake study at doctoral level 
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to pursue this issue further, successfully obtaining a full-time PhD 
studentship that has led to this doctoral study on patient perceptions of the 
Healthcare Assistant (HCA).  
1.2 Background 
There are an estimated 416,000 unqualified care workers currently employed 
in the UK working within adult health and social care (National Minimum Data 
Set) (NMDS, 2016). Of HCAs working solely in the acute setting, 85.5% are 
female and 18.1% are from ethnic minority groups (Health and Social Care 
Information Centre) (HSCIC, 2016). The number of unqualified care workers 
reported by NMDS (2016) is lower than Cavendish’s (2013) estimate of 1.3 
million, illustrating an inconsistent picture of the numbers involved. This may 
be due to the variety of titles this workforce has been given, which have 
included Nursing Auxiliary (NA), Nursing Aide, Nursing Assistant and 
Healthcare Support Worker (HCSW). Many nations also have a nursing 
workforce that includes an assistant role but, as Kessler et al (2010) point 
out, the development and evolution of these roles is complex and rooted 
within nations’ own healthcare economy, thereby making direct comparison 
misleading. Although I draw upon research throughout this study from other 
countries, I therefore do so with a degree of caution. 
The scope of the HCA role is changing in the UK: the Assistant Practitioner 
(AP) role was first introduced in 2002 (RCN, 2010a), with further 
developments from the most recent government (Gov. UK, 2015) review 
proposing a new Nurse Associate (NuA) role that will be implemented in 
2016 (NHS HEE, 2016). The HCA workforce therefore has a number of 
complexities associated with it in terms of the large unspecified numbers 
working within this role and the change in the scope of the role. 
Healthcare provision across secondary and social care has had the nation’s 
attention since the numerous issues at Mid Staffordshire Hospital (MSPI, 
2010) and at Winterbourne (DH, 2013b) came to light. Mid Staffordshire is 
broadly summarised by failings in clinical effectiveness, patient safety and 
the patient experience (NHS, 2013).  
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The MSPI (2013) made 270 recommendations, to which the Government 
responded (DH, 2013b) with a commitment to improved patient experience 
and quality of care through listening and responding to patients’ feedback. A 
number of other reviews; Cavendish (2013), Keogh, (NHS, 2013), Berwick, 
(DH, 2013a), and the 6 Cs initiative (NHS England 2013a), were also 
triggered as a result.  
The Cavendish report (2013) endorsed many of the MSPI (2013) 
recommendations, adding the concept of the Care Certificate (NHS HEE, 
2014) to support development of the HCA. The Keogh review (NHS, 2013) 
was triggered by the mortality figures at the Mid Staffordshire hospital, which 
prompted a review of fourteen hospitals across the UK with outlying mortality 
rates.  
The Keogh review (NHS, 2013) recommended that staffing levels reflected 
the acuity and number of patients and were published in a transparent way. 
Keogh (NHS, 2013) also re-emphasized the importance of patient feedback 
and of ensuring that this was meaningful for patients. 
The Berwick (DH, 2013a) report, triggered by a need for improved patient 
safety in the NHS, identified the need for a greater presence of patients and 
carers from ward to board, wherein their voices would contribute to greater 
depth of understanding of safety issues. Berwick (DH, 2013a) emphasised a 
no-blame approach to learning from mistakes. In addition, he called for 
greater transparency and accessibility of data and information around safety 
issues for all concerned, including the public in general.  
A three-year UK nursing strategy called ‘Compassion in Practice’ was 
launched in 2012, to refocus care provision on championing six ‘fundamental 
values’ (the 6Cs), which included care, compassion, competence, 
communication, courage and commitment (NHS England, 2013a). 
Implementation of the strategy involved six areas of action that included a 
greater emphasis on working with patients to improve patient care and gain 
feedback and on ensuring staff have the appropriate skills and competencies 
to deliver safe and effective care (NHS England, 2013a). The 6Cs appear to 
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have become part of the nursing language, as posited by Baillie (2015), 
despite a call for a common inter professional framework (MSPI, 2013) of 
NHS values.   
In light of a number of inquiries into poor and inadequate care (MSPI, 2013; 
NHS, 2013; DH, 2013a), and the reporting of poor care delivery by the media 
(BBC News, 2007; 2010; 2011a,c; 2012; 2013a,b,c; 2014), the patient 
experience is clearly refocusing policy makers towards the centrality of the 
patient. National Institute for Health and Care Excellence (NICE, 2012) has 
published standards for improving patient experience and the NHS Outcome 
Framework 2015/2016 (Domain 4) outlines the responsibility that 
organisations have in “Ensuring patients have a positive experience of 
care…” (Gov.UK, 2014 p15).  
Renewed emphasis upon partnership working between patients, their 
families and practitioners (IOM, 2001) also contributes to patient experience 
and underpins the DH (2012b) paper “No Decision About Me Without Me.”  
This paper proposes a cultural shift within healthcare that sees patient 
involvement as part of the day-to-day rather than the exception.  
1.3 Justification and focus  
Secondary care was selected as the setting for this study in preference to 
primary and tertiary care for two reasons. Firstly, I had completed my MSc 
whilst working as a Senior Nurse within secondary care and the beginnings 
of an idea developed from this work that had explored the role of the HCA 
from the RN’s perspective. Secondly, I was familiar with the context of 
secondary care and able to navigate my way around the complexities of 
conducting research within familiar surroundings, despite not having worked 
in the hosting organisation. It therefore made sense to conduct this research 
within secondary care, exploring the patients’ perspective to complement my 
earlier MSc research from a staff perspective.  
Although there has been much research focusing on the HCA role from the 
perspectives of the RN, HCA, management and education (see literature 
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review for detail), there is a paucity of qualitative research addressing the 
patients’ perceptions of the HCA role.  
The resulting generation of theory from the research process will add to the 
body of knowledge around the patient experience, understanding and 
relationship with the role of the HCA. This study will identify areas of further 
research, the output from which will inform policy makers, organisations and 
commissioners around developing the HCA role with consideration and 
understanding of the patients’ perspective. 
1.3.1 Aims and objectives 
The research set out to explore, and generate a theoretical understanding of, 
the role of the HCA from the patient perspective within secondary care. 
The research question was broad to ensure there were no constraints on the 
generation of the theory (Smith and Biley, 1997). A title for the research was 
arrived at through an inductive research process following a grounded theory 
methodology (chapter 4). The details of this inductive process will be 
addressed fully in the conclusion (chapter 7. Section 7.2)   
This research journey began with the following research question and related 
research objectives: 
“What perceptions do patients hold of the HCA role and the care 
delivered and what influences these perceptions?” 
Objectives: 
1. To investigate and describe what the patient conceptualises as the 
role of the HCA. 
2. To develop an understanding of what influenced these concepts. 
3. To gain an understanding of the interactions between HCA and 
patient. 
4. To explore the meanings of these interactions for patients. 
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1.4 Thesis structure 
The thesis structure is presented as a sequential progression of my 
academic research journey and is summarised as follows: 
Chapter 1 Introduction. In this chapter I have addressed how I came to this 
area of study and have provided a background and context which has 
framed this area of interest. 
Chapter 2 Literature review. This chapter sets the scene for the context of 
the patient and the HCA within secondary care. The initial stage of the 
literature review in chapter 2 was undertaken at the start of the research 
process. This literature review was added to throughout the period of study 
that ensured that the issues discussed were up to date. The second stage of 
the literature review was undertaken after the first stage data analysis took 
place and as such is incorporated in the discussion chapter (chapter 6) and 
not in the contextual literature review (chapter 2).  
 
Chapter 3 Theoretical perspectives. This chapter will address the 
theoretical and philosophical underpinning of my thesis. 
 
Chapter 4 Methodology. This chapter discusses the selection of 
Constructivist Grounded Theory Methodology (CGTM) in terms of its 
historical roots, its development and the application to this research. This 
chapter will include details of participant sampling, data coding and analysis. 
 
Chapter 5 Findings. This chapter presents the findings from the analytical 
codes and categories that emerged from the data without supporting 
academic literature. This chapter ends with a brief summary before moving 
onto the discussion chapter. 
 
Chapter 6 Discussion. This chapter presents a discussion of the findings 
and theoretical model drawing upon sociological, nursing and wider 
literature. This approach includes the second stage literature review 
commenced during the first stage coding and analysis. 
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Chapter 7 Conclusion. The conclusion then provides implications for 
practice, research, policy and education leading to suggestions for further 
areas of research.   
Glossary. A glossary of terms is found at the end of the thesis on pages 
367-368. 
1.5 Reflexivity 
My underlying assumptions as researcher were evidenced at the start of the 
research journey and identification of these assumptions began at the 
research proposal stage (appendix 1). I employed a reflexive approach to 
address these early assumptions, which has continued throughout the 
research journey to help me “check” my position and to ensure openness 
and transparency, all of which will contribute to quality and rigor (discussed 
in Chapter 4 section 4.7). In addition, a reflexive diary approach was 
employed to address understanding regarding decisions made (Etherington, 
2004; Dowling, 2006) (see appendix 2 and 3 for evidence). This approach 
therefore addressed transparency, the limiting of preconceptions and the 
need to meet deadlines that were dictated by both the funding and hosting 
organisations. 
Rather than explain points of reflexivity throughout my narrative, I have 
chosen to address the concept of reflexivity within the methodology chapter 
(chapter 4). So as not to lose flow and sense of this thesis I will therefore 
signpost to the reader those issues for which reflexivity has been a point of 
consideration and which will be evidenced within the appendices. 
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Chapter 2 Literature review 
2.1 Introduction 
The timing and positioning of the literature review within the research journey 
for a grounded theory methodology is not without debate and controversy as 
Glaser and Strauss (1967) identified that the literature review should be 
conducted following data collection and analysis. I adopted a more 
contemporary approach (Charmaz, 2006, 2014; Stern, 2007; Ramalho et al, 
2015;) involving a two- part literature review, for which there is an 
introduction and rationale in the following section.  
2.1.1 Rationale for the position of the literature review  
In line with Glaser and Strauss (1967) and Glaser (1978), carrying out the 
literature review before undertaking the data analysis may influence how you 
see the data and they therefore argue that the literature review should be 
undertaken after the data analysis is completed. This principle was justified 
by Glaser and Strauss on the basis that it ensured the emerging themes and 
categories from the data analysis would not be “contaminated” (Glaser and 
Strauss 1967 p 37; Glaser, 1992 p 31) with preconceptions taken from the 
literature review.  
It is therefore argued that by leaving the literature review until later on, one 
can remain open minded (Glaser and Strauss, 1967; Glaser, 1992; Corbin 
and Strauss, 2008). There has been much debate around this position, with 
some authors interpreting this principle as the researcher being a “tablar 
rasa” (Bulmer 1979; Layder, 1998; Dey, 1999) who comes to the research 
with no preconceived hypothesis (McCann and Clark, 2003a). For a 
researcher to detach themselves in this way from what they already know, or 
have known, there is an implicit assumption that the researcher is not 
adopting a constructivist epistemological view (Ramalho et al, 2015). This 
issue will be explored later on in chapter 3. 
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Dey (2007, p176), in later work, modified his initial “tablar rasa” 
interpretation, suggesting Glaser and Strauss’s position did not require 
complete abstinence from literature. Instead, Dey (2007) suggested that 
researchers should avoid bringing preconceived views to their area of 
research, which might otherwise have stifled the development of theory 
(Charmaz, 2014).  
It can be argued that most researchers will already have prior knowledge, 
experience and understanding of their research area. Corbin and Strauss 
(2008) posit that it is how one uses these preconceptions, rather than trying 
to dispense with them, that is important. 
In addition, contemporary scholars see the delayed literature review 
approach as being practically difficult to achieve, as they recognise that 
some preparatory work prior to commencing study is required (Stern, 2007; 
Ramalho et al, 2015). The option of delaying the literature review until after 
data collection was not practical within this doctoral study, as university 
processes and ethical approval timescales both required an initial review of 
the literature. Although the literature evidence produced for ethical and 
project approval was not the full and comprehensive pan-discipline review 
required for the final work (Charmaz, 2014), it was still necessary to produce 
a preparatory version.   
A pragmatic view on these constraints was therefore taken, with a decision to 
undertake a literature review in two parts. The initial review was concerned 
with the contextualisation of the HCA and the patient within healthcare, 
setting the stage for the research process (Corbin and Strauss, 2008) in line 
with other qualitative methods of inquiry (Gibbs, 2008; Creswell, 2012).  The 
second part of the review was concerned with supporting, challenging and 
offering multiple perspectives on the theory generated from the data. This 
second part is contained within the discussion chapter (chapter 6) and is 
concerned with exploration and critique of the literature relating to the core 
categories generated from the data as the process moves towards theory 
generation. Charmaz (2014) takes Thornberg’s (2012) perspective 
suggesting that the literature can be used to help sensitise and develop 
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ideas through an abductive process.  She adds that critique and reflection 
are essential to maintain quality with such an approach and that the literature 
should be woven into the thesis to support or refute the grounded theory. 
Separating out the literature into that which informs the context and that 
which may influence data collection and analysis was not an easy process. It 
was therefore not practicable to identify a clear cut off point where part one 
stopped and part two began. There was a balance to be maintained in order 
to address this tension, which was met by reflexive journaling and critical 
review of the literature (see appendix 2 and 3).  This, in turn, supported 
preparedness to being open to emerging themes (Charmaz, 2014; Ramalho 
et al, 2015) as the data analysis commenced. 
The presentation of this first stage literature review resembles a theoretical 
framework. Charmaz (2014) alludes to a blurring of lines between a literature 
review and theoretical framework for grounded theory studies. My position 
for this is that the first stage literature review provided a platform or 
framework for the whole study. As the thesis developed there was an 
increasing awareness of broader sociological literature, which is contained 
within the discussion chapter (chapter 5). This journey from first stage 
literature review to abstraction of data and use of wider literature could be 
seen as a journey from theoretical framework to conceptual framework, 
which is also representative of my developmental journey and the process of 
grounded theory generation.  
2.1.2 Literature search strategy 
The purpose of the literature review is to make a well argued case for the 
research and to provide context and background for the area of interest 
(Machi and McEvoy, 2010).  
The initial search was focussed around three key areas: the patient, the 
patient experience within secondary care and the healthcare assistant. 
These areas were in response to the research question, as illustrated in 
diagram 1. As the areas are broad and there were time and resource 
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limitations, a clear strategy was required. I adapted Booth et al’s (2012) 
suggestion of a four stage approach: search, appraisal, synthesis and 
analysis (SALSA), modifying the last two stages for the purposes of this 
doctoral study. 
Search  
Searching the literature was an ongoing process that began at project 
approval and continued through to the literature that has contributed to the 
discussion chapter. The following databases and sources were used: 
 Web of Science 
 Zotec alerts and RSS feeds. 
 Google Scholar 
 Department of Health 
 National Health Service (NHS) 
 NHS England 
 Gov.UK 
 Nursing and Midwifery Council (NMC) 
 Royal College of Nursing (RCN) 
 
Diagram 1: First stage literature search. 
 
What perceptions 
do patients hold of 
the HCA role and 
the care delivered 
and what influences 
these perceptions.  
HCA
Patient 
Experience
Secondary Care
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As the first stage literature review developed, I followed up key pieces of 
literature through citation searches, as suggested by Booth et al (2012), and 
other sources of literature including books and policy documents. This 
approach led to an expansion of the initial literature review, which is 
illustrated in diagram 2. 
Diagram 2: Expanded literature search showing the direction and 
connections. 
 
 
 Inclusion and exclusion 
This first stage literature had the potential to be very broad. There was a 
necessity to manage the search for literature from a recent history. Taking 
literature from 2000 onwards provided me with a context from the historical 
position of the NHS Plan (2000); a white paper that changed the direction of 
the NHS in terms of increasing relationships between public and private 
sector, introduction of incidence reporting systems and a narrative around 
regulation of professions. There were points where literature was searched 
before 2000 to provide greater understanding of certain areas. Literature 
from other countries was used with caution as there was an awareness that 
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the healthcare provision, the patient experience and the role of the assistant 
differs across the globe.  
Appraisal 
A systematic review of the literature was undertaken with the use of a critical 
review model (appendix 4). In line with Booth et al (2012), this was to 
exclude poor quality and irrelevant research.    
Synthesis and analysis. 
The literature synthesis attempted to bring a different perspective on this 
study through looking for similarities and differences within the literature 
regarding particular themes. Booth et al (2012) described this process as 
rearranging the bricks (existing literature) in new ways, which therefore helps 
to explain what is already known in addition to identifying any gaps in the 
literature (Machi and McEvoy, 2012).  
This initial literature review contextualizes my study and is structured as 
follows: 
Part 1 Secondary care: begins with a review of the secondary care 
environment and context. It then continues with a review of significant current 
issues and concerns impacting on the provision of secondary care, such as 
length of stay, budget constraints, staffing levels and an overview of a 
number of inquiries into care delivery ending with a review and implications 
of the Mid Staffs Public Inquiry (2013).  
Part 2 The HCA: explores multiple aspects of the role of the Healthcare 
Assistant (HCA), from the historical development of the role through to the 
present day and the division of labour. 
Part 3 The patient: explores and investigates the patient within secondary 
care their experiences and perceptions looking firstly how the patient 
experience is evidenced through feedback and data. I then move towards 
exploration of the concept of patient centered care, a review of the factors 
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that shape the patient experience and end the literature review with what is 
known about the patients’ perspectives of the HCA role.  
2.2 Part 1 Secondary care 
2.2.1 The nature of secondary care 
Launched in 1948 and free at the point of delivery (with the exception of 
prescription charges), the NHS in England deals with 1 million patients every 
36 hours (NHS Confederation, 2016). Employing 1.5 million staff, the NHS is 
within the top 5 employers worldwide (Nuffield Trust, 2012). 
It is beyond the scope of this research to produce an extensive history of the 
NHS, thus a more recent history will provide the context of secondary care 
within which the patient experiences healthcare today.  
The Health and Social Care Act (2012) instigated wide ranging changes to 
the NHS in England. Recommendations included an increase in patient 
involvement in the NHS, giving greater statutory powers to the Healthwatch 
England organisation (Healthwatch, 2016) that listens to the patient and 
public voice. 
The NHS 5-year forward plan (NHS, 2014b) recognised that patients are the 
experts with respect to patient experience and, as such, the principles 
underpinning the plan (NHS, 2014b) require patient and public engagement. 
This engagement is designed to promote greater involvement with service 
development and design, wherein attention is focussed at clinical and health 
information delivery alongside a re-emphasis on patient choice (National 
Voices, 2016). The patient voice is explored more fully in section 2.4. 
There is a significant history to patient involvement and choice, however, the 
patient centred care and choice narrative has increased in recent times. This 
may be a result of an increased presence of health care charities 
(iwantgreatcare, 2014; Patient Opinion, 2014) and health care campaigns 
(Cure the NHS, 2016) coupled with a shift from paternalism towards 
consumerism (Klein, 2010; Green et al, 2011).  
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2.2.2 Length of stay 
Overnight hospital bed occupancy in England runs between 84% and 89%, 
despite a near 50 % reduction in bed availability to 137,088 between 2014 
and 2015 compared to 1987 (Nuffield Trust, 2016), with the greatest decline 
seen in mental health, learning disability and longer term care of older people 
(King’s Fund, 2015b). There has been a corresponding increase in the 
number of day case beds during the same period (Nuffield Trust, 2016). This 
change has been driven by calls for more procedures to be offered as day 
cases rather than overnight stays which, in turn, improves waiting times and 
patient outcomes (NHS Institute for Innovation and Improvement, 2008a).  
Greater efficiency in reducing length of stay for patients resulted from 
initiatives such as The Enhanced Recovery Programme (NHS Institute for 
Innovation and Improvement, 2008b). Through early mobilisation and 
pathway management, patients received improved outcomes and earlier 
discharge. Few patients now enter hospital the day before surgery, with 
many organisations utilising day surgery (British Association of Day Surgery, 
BADS, 2011). Advances in procedure and anaesthetics have enabled day 
surgery for increasingly complex procedures and could indicate a shift in the 
acuity and complexity of patients. Thus, patient experiences are different to 
those of a number of years ago. 
Patients are now more likely to be admitted to a pre-operative surgical area 
prior to their surgery and this is seen as beneficial for patients, reducing 
waiting time in hospital. This, however, raises issues as the patient enters 
the ward for the first time immediately following surgery, making orientation 
and relationship development a challenge to both staff and patient. 
Bundgaard et al (2011) acknowledge that the nurse in these situations has 
less time with the patient, and suggest that short stay impacted upon the 
depth of knowing and the ability of the nurse to adapt to the decreased 
length of stay. Patients valued those nurses who listened to them and 
recognised their individual needs and were cautious about asking for help 
when they observed staff were busy (Bundgaard et al, 2011). Others, 
however, suggested that it remains difficult to know the patient in short stay 
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surroundings (Mcilfatrick et al, 2006), as nurses face a dilemma between 
time spent managing the environment versus being there for the patient.  
A reduced length of stay within secondary care has benefits in terms of 
patient outcomes and organisational capacity. What is less certain, however, 
is the impact upon the nurse patient relationship.  
2.2.3 Fiscal and quality issues. 
A service provider needs to achieve a fine balance between financial stability 
and quality of service, with a number of factors impacting upon both areas. 
The dangers of getting the balance wrong were highlighted recently by Sir 
David Nicholson who, when giving evidence at the MSPI, said he: “…was not 
concerned about Mid staffs as they were in a minor deficit no one raised 
concerns.” BBC News (2011d).  
Reports into poor quality nursing care have highlighted the potential for harm 
(CQC, 2011; Health Service Ombudsman, 2011; MSPI, 2013; DH, 2013b). 
Addressing poor quality care, however, comes with increased fiscal cost 
(Pappas, 2008) that, in turn, impacts upon the continuing financial challenges 
faced by the NHS. Many Foundation Trusts are already in financial difficulty, 
with those in deficit forecast to rise from 24% in 2011/12 to 40-50% in 
2014/15 (King’s Fund, 2016b).  
Between 2010 and 2014, hospital activity has steadily increased, with 
emergency, elective and outpatient admissions growing at a faster rate than 
the growth in population. The ageing population, coupled with improvements 
in treatment, may account for the increased activity (King’s Fund, 2016b). 
With healthcare spend increasing in real terms at an annual rate of 0.9% 
(King’s Fund, 2016b), there will continue to be some challenging times ahead 
for the service providers that may well impact on staffing numbers. At the 
same time, new and revised models of care will take time to realise fiscal 
benefits (King’s Fund, 2016a).  
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2.2.4 Safe staffing 
Evidence suggests that the numbers, quality and skill mix of staff involved in 
direct care delivery all impact on patient outcomes (Lankshear et al, 2005; 
Kane et al 2007; Shuldham et al 2009; Ball et al 2013; Schreuders et al, 
2014; Griffiths et al 2015; Twigg et al, 2015). The evidence, however, is 
inconsistent across authors, suggesting that research results are affected by 
the heterogeneity of data (Lankshear et al, 2005), variation in patient 
dependency and staff numbers (Kane et al 2007; Shuldham et al 2009; 
Schreuders et al, 2014) and measurement sensitivity (Schreuders et al, 
2014). In addition, a number of these studies are international (Kane et al 
2007; Schreuders et al 2014; Twigg et al 2015), which may make 
comparison with the UK difficult. 
Nurse sensitive outcomes (NSO) are a frequently cited measure by which 
patient outcomes are determined. They include the following: 
 Patient complications (urinary tract infections, pressure ulcers, 
hospital acquired pneumonia, deep vein thrombosis and pulmonary 
embolus). 
 Length of stay. 
 Exploratory measures (upper gastrointestinal bleed, shock, cardiac 
arrest). 
 Surgical complications (wound infection). (International Council of 
Nurses, ICN 2007) 
Lankshear et al (2005) conducted a review of 22 multi-site international 
organisations and found that the provision of greater staff numbers, in 
particular of registered nurses, and a richer skill mix was associated with 
improved outcomes for patients. Schreuders et al’s (2014) Australian study, 
by way of contrast, found there was no consistent relationship between nurse 
staffing levels and inpatient complications. In explaining this inconsistency, 
Schreuders et al (2014) suggested that as staffing levels increase, 
progressively smaller reductions in negative NSO should be expected. There 
may therefore be thresholds for staffing levels with respect to specific patient 
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complications. On the other hand, they argue that the measures themselves 
may not be sensitive enough.  
Inconsistency between patient outcomes across different types of 
complications and nurse staffing levels was also noted by Kane et al (2007), 
despite an overall association between an increase in RN numbers and a 
decreased likelihood of mortality and complications. Shuldham et al’s (2009) 
UK work looked at retrospective hospital data at ward level over a 12-month 
period. In the lower dependency patient category there was only a weak 
association between nurse staffing levels and the majority of patient 
outcomes. Higher dependency patients showed few significant results, 
although sepsis reduced significantly as the ratio of staff hours increased. In 
conclusion, the lack of significance and/or consistency in this research area 
indicates that skill mix, ratio and RN numbers do not appear to have a simple 
relationship with NSO. 
Ball et al’s (2013) study concluded that “missed care”, reported by 86% of 
RNs (n=2917) interviewed, was as a consequence of reduced RNs per 
patient, although this varied across clinical areas. They also noted that an 
increase in HCSW’s (HCA) did not ameliorate missed care, bringing into 
question the role of the HCA as complement to the RN in these particular 
aspects of care delivery. Kessler et al (2010) saw the relief and substitute 
element of the HCA’s role as potentially enhancing quality of care, although 
they cited McKenna et al’s (2004) concerns around patient safety and quality 
issues arising from increasing numbers of HCAs and the resultant skill mix 
dilution.  
A recent report from the BMJ (Griffiths et al, 2015) looked at RN, HCSW 
(HCA) and medical staffing levels, bed occupancy and mortality data from 
137 trusts across the UK over a two- year period from 2009 to 2011. They 
concluded there was an inverse correlation between patient mortality and RN 
numbers, with no such correlation identified with the HCSW. They went on to 
suggest that the latter point was of consideration for trusts that operated a 
policy of substituting HCSW for RNs (Griffiths et al, 2015), which was also 
cited as a concern by the Safe Staffing Alliance (2016). 
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The safe staffing agenda has been a concern of unions (RCN, 2010b; 
UNISON, 2015) and the NMC (2016). NICE published safe staffing 
guidelines in the wake of the Francis Inquiry (MSPI, 2013) and Berwick (DH, 
2013a) but there was a subsequent suspension of this work in 2015 (NICE, 
2016). The resultant uncertainty, however, has driven an increased 
awareness of the issues around skill mix, safe staffing and patient outcomes 
(Safe Staffing Alliance, 2016).  
2.2.5 Reviews and inquiries; a retrospective view 
Reports and inquiries into poor, inadequate and substandard care go back 
many years, with Robb (1967) bringing the plight of vulnerable elderly 
patients and clients to the attention of the then Wilson Labour Government 
(1960-1970). Attention on this issue resulted in House of Commons debate 
(2011; 2012), followed by the first reading of the NHS Reorganisation Bill, 
1972 (Health Foundation, 2016a).  “Sans everything. A case to answer” 
(Robb, 1967) brought together a collection of media reports and interviews 
that illustrated some of the substandard and, at times, cruel conditions for, 
and attitudes staff held towards, elderly patients. Firth (1967) suggests that 
such care work was subject to poor pay and conditions, with few willing or 
able to undertake such duties. She suggested that those working under such 
conditions, with the exception of a few, will fail to care under the strain. Firth 
(1967) went on to suggest that it should not become a witch hunt against the 
individual that fails in their duty of care, but that monitoring and improvement 
led by the government should result in change and improvement. She 
acknowledged, however, the risk that everything will carry on as before once 
the headlines have died down. Walshe and Higgins (2002) state that 
inquiries deployed to investigate service failures and substandard clinical 
performance do not necessarily bring about change and improvement.  
Before reviewing the MSPI (2013), I felt it was necessary to highlight a more 
recent historical context for what became more than just another report, as 
suggested by the Guardian (2013) 
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“Where no one who cares about the NHS should….allow these 
recommendations be glossed over” 
The following section details in chronological order the recent (last 10 years) 
reports and inquiries.  
2.2.6 Chronology inquiries and reviews: 
The following inquiries, reports and media responses illustrate the narrative 
generated within the public domain. This brief chronology may illustrate the 
backdrop and thus a broader context for some of the patient experiences that 
are described within the findings chapter (chapter 5). 
Date Review/Inquiry Content Media 
2007 Maidstone and 
Tunbridge Wells 
(Health 
Commission 
2007) 
Clostridium difficile outbreak 
with 90 deaths related to the 
outbreak. The Healthcare 
Commission concluded that 
the relatively low proportion 
of RN on the medical and 
surgical wards were a 
contributory factor towards 
the outbreak, subsequent 
management and resulting 
deaths. 
The BBC report: 
Hospital bug 
deaths 
‘scandalous’ (BBC 
2007) 
 
2011 The Health 
Service 
Ombudsmen 
Report (2011) 
Ten investigations into poor 
and inadequate care for 
NHS care of older people. 
The BBC Report: 
NHS ‘failing to 
treat elderly with 
care and respect’ 
(BBC, 2011b) 
2010 Francis Inquiry 
(MSPI, 2010). 
Recorded 400 more deaths 
than expected between 
2005-2008 skill mix dilution 
from 60:40 to 40:60 
 
The BBC report: 
Hospital left 
patients ‘sobbing 
and humiliated’ 
(BBC 2010) 
2011 Care Quality 
Commission 
(2011) 
Dignity and nutrition 
 
The BBC report: 
Regulator raises 
elderly care 
concerns. (BBC 
2011c) 
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2012 
 
 
Winterbourne 
View (DH, 2013b) 
 
 
Care home in Somerset. 
 
 
 
The BBC report: 
Abuse footage 
shocked nation 
(BBC 2012) 
 
2013 The Mid 
Staffordshire 
Public Inquiry 
(MSPI, 2013), 
Publication of the final report 
from Robert Francis QC 
 
The BBC report: 
Stafford Hospital: 
‘hiding mistakes 
should be a 
criminal offence’ 
(BBC 2013a) 
Francis inquiry 
into Stafford 
Hospital cost 
government £6m 
(BBC 2013b) 
2013 Keogh Review 
(NHS, 2013) 
Review into the quality of 
care and treatment provided 
by 14 hospital trusts in 
England; overview report  
 
 
 
The BBC report: 
Will the Keogh 
review make 
hospitals safer? 
(BBC 2013c) 
 
2014 BBC News (2014) 
Panorama  
BBC News (2014) reported 
on a recent Panorama 
programme that filmed 
abuse within a care home in 
Essex. Some care staff 
were either suspended or 
dismissed pending a full 
investigation. This home 
had previously met all of its 
CQC domains. 
 
The BBC report: 
Care home abuse: 
Staff sacked or 
suspended. (BBC 
2014) 
 
Table 1: Summary of reviews and inquiries 
 
  
 
 
  
24 
 
 
 
What has changed since the publication of Sans Everything (Robb, 1967) is 
the immediacy with which the general public receive “breaking news” 
broadcast with covert footage and eye-catching headlines that may shape 
the perception and understanding of both public and patients within the 
healthcare system.  
2.2.7 Review of Mid Staffordshire Public Inquiry (MSPI, 2013) 
The Mid Staffordshire Public Inquiry (2013) found that between 2005 and 
2008 there were sub-standard conditions for patients attending Mid 
Staffordshire hospital. Robert Francis QC used the word “appalling” to 
describe the care that patients suffered during this time and his report made 
290 recommendations for improvement. The regulator at the time, the Health 
Care Commission (HCC), had assessed the organisation as largely 
compliant, with no concerns raised by the Strategic Health Authority and 
Department of Health when the trust successfully achieved Foundation Trust 
status. It was only through the determination of a group of patients and 
relatives (Cure the NHS, 2016) that the issues finally came to light and an 
inquiry was ordered. This illustrates the importance of listening to the 
patients’ voice and the potential consequences of not doing so. 
There were apologies from various government leaders as the inquiry was 
held and results subsequently published. 
Within the published results of the Francis Inquiry (MSPI, 2013), one of the 
290 recommendations was that organisations need to listen to staff, patients 
and carers.  
“Greater attention […] to the narrative contained in, for instance, 
complaints data as well as to the numbers.” (Francis Inquiry- MSPI, 
2013. P90). 
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The Cavendish Review (Cavendish, 2013) was published in response to the 
Mid Staffordshire Public Inquiry (2013) and made recommendations for the 
training and support of HCAs. There was recognition that the HCA works 
within complex environments, undertaking increasingly complex tasks that 
are often not recognised for the significant contribution they make to care 
delivery. Cavendish (2013) concluded that although roles and job 
descriptions may vary, support staff should share common core values and 
knowledge and managers and commissioners need to support such activity. 
The Mid Staffordshire Public Inquiry’s (MSPI, 2013), subsequent 
recommendations, which include the government response (DH, 2013a) and 
Cavendish Report (Cavendish, 2013), have led to a number of HCA related 
initiatives, including registration and regulation and the development of the 
care certificate, all of which will be examined in the literature review. An 
additional recommendation (MSPI, 2013 rec 187) was for all nursing 
students to spend one year working as a HCA prior to starting their degree 
course, with a pilot launched across a number of organisations involving 250 
HCAs. The subsequent report (Allied Health Solutions, no date) concluded 
that the programme was conceptually successful for students, HCAs and 
service providers, who saw a greater diversity of staff applying and moving 
toward RN qualification. A number of the organisations involved are 
continuing with the programme (NHS HEE, no date). 
2.3 Part 2 The HCA  
2.3.1 Conceptualising the assistant role 
The assistant role exists across a number of professions, including social 
work, teaching, police and law, but is deeply embedded within health and 
social care (Bach and Kessler, 2012). Assistant positions are found in 
nursing, medicine, allied health professions and medical science. Under New 
Labour’s (1994-2010) modernisation project (DH, 2000a), there was a 
significant increase in ‘assistant’ staffing levels in addition to further role 
development. Kessler et al (2010) suggested the rationale for an assistant 
role may be threefold, wherein ‘assistance’ is provided to any one or 
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combination of the delegator within the profession, the service user and the 
team. 
The NHS Plan (DH, 2000b) justified the need for a number of changes in the 
NHS from a backdrop of long waiting times for patient treatment and wide 
variations in service provision across the country. The plan described how 
the NHS was going to reshape service provision from the ‘patient’s point of 
view’ through more flexible ways of working. These included nurses taking 
on more medical tasks, with resultant delegation to, and investment in, the 
non-professional roles in order to realise their potential to meet the 
increasing demand for healthcare. Bach and Kessler (2012) suggest the 
assistant role has therefore been shaped over time by the need to meet 
public policy goals.  
Developments in the assistant role are a result of drivers that can be 
summarised as: 
 Relief of burdensome tasks from professionals 
 Meeting recruitment and retention deficits 
 Additional improvements to service (Bach and Kessler, 2012)  
The nursing assistant role is generically concerned with multiple aspects of 
healthcare, from general housekeeping within the clinical area and bedside 
care through to more advanced roles involving a great deal of technical skill 
(Kessler et al, 2012). The NMC (2006) provides a definition for the HCA as a 
subset of the generic Healthcare Support Worker (HCSW): 
“Those who provide a direct service - that is, they have a direct 
influence/effect on care/treatment to patients and members of the 
public and are supervised by and/or undertake healthcare duties 
delegated to them by healthcare registrants.”  (NMC, 2006) 
2.3.2 The HCA role development 
Nursing care support roles have been part of the healthcare workforce since 
the time of the Crimean War (1854-1856), where the “pauper nurse” (Dewar 
27 
 
and Macleod Clark, 1992), otherwise known as “nurses’ aide” (Stokes and 
Warden, 2004), supported the nurse in their duties. This nurse aide of the 
19th Century morphed into the present day HCA role. The Health Care Act of 
1919 recognised nursing as a registered profession (Health Foundation, 
2016b) but did not recognise unqualified aides as part of the professional 
nursing workforce (Kessler et al, 2012). The ‘nursing auxillary’ (NA) role was 
given formal recognition in 1955 and thus became part of the recognised 
nursing workforce, although there was still no form of registration or training 
requirement (Kessler et al, 2010). During this time the NA worked alongside 
a “qualified assistant nurse” that was designated the status of State Enrolled 
Nurse (SEN) in 1961 (Webb, 2000).  
The term HCA has been recognised since 1986 (Waldie, 2010), when the 
government used it in the following documents, “Project 2000: A new 
preparation for practice” UKCC (1986) and The NHS plan: A plan for 
investment, a plan for reform, DH (2000b).  When Project 2000 came into 
being (UKCC, 1986), the training and education regime of the student nurse 
changed from an apprenticeship model in which they were included in 
workforce establishment, to one where they attended HEIs (UKCC, 1986) 
and were assigned supernumerary status when in the clinical area during 
training (UKCC, 1986). With the student nurse no longer part of the clinical 
establishment, the impact on staffing numbers was addressed through the 
introduction of the HCA. The HCA was viewed as a local, more flexible role 
that worked alongside the NA which thereafter gradually absorbed into the 
HCA role.  At this time organisations responded by deploying their HCAs as 
part substitution for the student nurse (Kessler et al, 2010) and, in addition, 
the State Enrolled Nurse (SEN) was phased out. This resulted in the 
workforce having only one form of registered nurse; a Registered Nurse (RN) 
who provided supervision for the HCA and mentorship for the student nurse.  
The European Work Time Directive (EWTD, 1998) saw doctors’ working 
hours reduced, with a major influence on how healthcare service was 
delivered. Organisations responded by delegating some tasks originally 
undertaken by the junior doctor, for example catheterisation, cannulation and 
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phlebotomy, to the RN (Kessler et al, 2010).  The Wanless report (2002) then 
looked at the staffing resources required for health care delivery in the future. 
Advances in medical technology and the changing health needs of the 
population were identified as impacting on the number of staff and skill mix 
across the health economy, with a consequent requirement for an increase in 
the number of doctors. The shortfall in doctors at the time was noted and it 
was suggested that some of the RN activity could be delegated to the HCA, 
thus releasing the RN for more medical duties and relieving pressure on the 
doctors. A subsequent shortfall in RNs was identified by Wanless (2002) with 
a potential solution of an increased HCA workforce projected to be an 
increase of 74,000 over the following 20 years from the date of the report 
resulting in a change of skill mix.  
Faced with a shortage of RNs and an understanding that a diluted skill mix 
could negatively affect patient outcomes, the RCN (2004), in their report “The 
future nurse: the RCN vision”, identified a need to bring the HCA closer to 
the RN workforce in order to better complement the RN role. The RCN 
(2004) acknowledged the HCA role contributes to patient care but the nature 
of its contribution is different to that delivered by the RN.  Kessler et al (2010) 
also suggested the co-production element of the HCA role as one that may 
be able to offer the patient something different in contrast to the RN patient 
relationship. Co-production from Kessler et al’s (2010) perspective is argued 
as both adding to patient care and supporting the RN.  
A later discussion paper (RCN, 2007a) recognised that much nursing care is 
delivered by HCAs and that there is a need for organisations to support the 
development of the role. It is worth noting at this point that there was concern 
about the HCA duties being largely seen as task orientated, resulting in a 
more fractured delivery of care rather than a holistic approach (MIDRIS, 
2001). Others recognised the significant contribution the HCA made to care 
provision (Hogan and Playle, 2000). These differing views can be partly 
explained by the immediate context for the HCA being dependent upon the 
culture of the healthcare setting (Chang et al, 1998). 
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The following table (table 2) is adapted from Kessler et al (2012) to illustrate 
the various categories, classification and derivations of the HCA role 
currently seen in the workforce. Cavendish (2013) recognised the complex 
nature of this role in terms of identification, responsibility and role 
demarcation; concepts that will be explored later on in the literature review. 
Table 2: HCA role titles and duties 
HCA category Role/duties 
Auxiliary Low skilled routine housekeeping 
not directly involving the patient 
Caring Semi-skilled patient centred 
Technical Higher skill clinical intervention 
Medical High skill complex clinical 
intervention 
 
Recent pronouncements from the UK government (Gov. UK, 2015) have 
identified the need for a new role of Nurse Associate (NuA), a post 
positioned between RN and HCA with the potential to gain foundation degree 
status through access to higher education.  
This role has gained approval for introduction within health and social care 
(NHS HEE, 2016). The AN role has been criticised as a possible solution for 
the shortage of RNs (UNISON, 2016), although others see it as a useful 
bridge between the RN and HCA with the potential to offer a route of access 
towards full registration as a RN (HEE, 2015). 
The AN role is very early on in its development however it adds another layer 
to the care workforce that will need to respond to its introduction. With the 
HCA workforce little understood (Bach et al, 2012) there is an imperative to 
understand more fully role development and career trajectory of the AN to 
RN and the impact on workforce and patient experience.  
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2.3.3 HCAs’ qualifications and career trajectory 
During the early 2000’s the NHS Career Framework was developed, 
providing a hierarchical structure for the support/assistant roles from grade 2 
to grade 4 of the NVQ1 framework that was previously not in existence. 
Grade 2 was purely positioned as a support role, with the Senior HCA at 
grade 3 and the assistant or associate practitioner at grade 4. Through 
agenda for change (AfC2) (DH, 2004), grades were replaced by equivalent 
bands, with band 4 identified for the Assistant Practitioner (AP) role. This 
was seen by the RCN (2007a) as an opportunity for organisations to support 
the introduction and development of the AP for support workers across 
healthcare. AP status provides the HCA with access to education at HEIs, 
where they can achieve a foundation degree. This does not, however, 
necessarily meet the entry requirements onto a pre-registration degree. In 
addition to there being limited numbers of band 4 roles, the AP role also has 
potential career limitations (Skills for Health, 2015).   
As mentioned, more recent developments have seen the role of Nurse 
Associate (NuA) proposed (December 2015) by the UK Government (Gov. 
UK, 2015), with implementation in 2016 (NHS HEE, 2016). 
There are no nationally recognised minimum educational standards required 
for employment as an HCA, with Cavendish (2013) reporting that only 39% 
of surveyed providers required 2 as a minimum. The NHS careers website 
(NHS Careers, no date) suggests that some employers require a BTEC or 
National Vocational Qualification (NVQ) qualification in healthcare to be 
recruited into the role, while other employers themselves will offer training 
towards CACHE3 (Council for Awards in Care, Health and Education) 
                                                          
1 NVQ: National Vocational Qualification that covers health, social care and education. 
2 AfC: Agenda for Change was introduced in 2004 as a single pay system for all NHS 
workers with the exception of medical staff, dentists and some senior managers.  
 
3 CACHE: Council for awards in care health and education. Designed to meet the vocational 
qualification needs of today’s workforce.   
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(CACHE, no date) qualifications as part of the HCA’s learning and 
development plan once recruited (NHS Careers, no date). The CACHE 
qualification allows for participants to study flexibly at their own pace and 
leads to awards in health and social care. 
More recently, as reinforced by Cavendish (2013), the UK government 
mandated Health Education England to develop ‘A Fundamental Care 
Certificate’, now known as the ‘Care Certificate’ (NHS HEE, 2014). It was 
piloted during spring/summer 2013, with implementation across all health 
and social care organisations by March 2015. The certificate is managed and 
delivered at a local level, with standards being set centrally across 15 
domains by NHS HEE (2014). Organisations are to use it as part of the 
induction programme for new starters, which is recommended to take place 
within the first 12 weeks of commencing employment. The Scottish 
Government (2009), however, piloted a project between 2006 and 2009 that 
addressed minimum standards for the HCA and, as a result, induction 
standards have been mandatory in Scotland since 2010 (NHS Scotland, 
2010a,b).  
A recent report from The HSJ (2014), however, suggested that a quarter of 
new HCAs did not receive any initial training before commencing work in the 
clinical area. Those organisations providing initial training demonstrated a 
lack of consistency in content and duration (HSJ, 2014). This gives rise to 
patient safety implications (RCN, 2007b) and the concern that differing levels 
of ability and aptitude amongst HCAs may lead to significant inconsistencies 
in delivery of care (McKenna et al, 2004).  
2.3.4 Regulation of HCA 
An NMC commissioned report (Griffiths and Robinson, 2010) explored the 
risks arising from an unregulated workforce and the considerations 
necessary to become regulated. The authors identified different motives 
behind the views articulated by the various parties. For example, in 2011 the 
NMC chief executive suggested regulation has the potential to prevent RNs 
previously struck off from returning to work as a HCA (NT, 2011) and that 
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regulation has the potential to avoid “a ghastly national disaster”. The Chief 
Executive of the NHS at the time responded by suggesting that education 
and training was more appropriate than registration of the HCA workforce. In 
addition, the then Health Secretary for the Conservative government (Gov. 
UK, 2011) spoke at the 2011 NHS Employers Conference, outlining plans to 
bring in minimum training standards and a code of conduct for HCAs and 
HCSWs that went some way to address the situation of regulation and 
standardisation. He also presented the government’s position on registration 
for the HCA workforce, stating that registration for a significant number of 
largely low paid individuals would be costly for the individual and would not 
guarantee a safe workforce. He instead encouraged organisations to ensure 
they employ the right staff and educate and train them appropriately. These 
debates were articulated against a backdrop of the initial publication of the 
Francis Inquiry (MSPI, 2010).  
The Mid Staffordshire Public Inquiry (MSPI, 2013) focussed the nation’s 
attention on nursing, recommending that the healthcare support workers 
should operate under a national code of conduct with agreed standards, 
underpinned by education and training (rec no: 210, 211). The UK 
government’s initial response was a continuation of their earlier position 
(Gov.UK 2011) while re-emphasising the need to refer staff who have been 
involved in causing harm to the DBS (disclosure and barring service) to 
prevent them working in another organisation. The response also stated that 
education and training should aim to provide safe and effective care within a 
culture of care and compassion, monitored by the CQC4 (DH, 2013b).  
2.3.5 The HCA contextualized today 
The complexity of the HCA role has been impacted by a number of drivers 
that need to be understood in terms of the relationships between workforce, 
end users, policy formation and the requirements of the NHS. Kessler et al 
                                                          
4 CQC: Care quality commission an independent regulator for health and social care 
services. 
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(2010) describe the HCA role development in response to these drivers as 
resulting in a workforce that is partly relief and substitute for the RN, a co-
producer contributing to the provision of healthcare and an apprentice for 
further training and education. Kessler et al (2010) claim that these areas 
have developed as a result of the direction that public policy has taken for 
the HCA and the wider workforce within healthcare.   
The concept of ‘relief’ was described by Kessler et al (2010, p22), as: 
“the use of the HCA has been to relieve nurses of ‘routine’ or 
‘burdensome’ tasks”.  
These routine and burdensome activities include washing, feeding and bed 
making, which are variously described as ‘fundamental care’ (Spilsbury and 
Meyer, 2005) and ‘basic care’ (Pearcey, 2008). Giving equal voice to both 
RN and HCA, Bach et al (2012) noted that the HCAs embraced the caring 
aspects of their role, valuing the interactions with patients, previously noted 
by Spilsbury and Meyer (2005). For the RN however, this delegation to the 
HCA is seen as a ‘loss’ to the RN role and consequently ‘devaluing basic 
care’ (Spilsbury and Meyer, 2005). The RN’s perception of ‘devaluing’ the 
provision of care, together with the language used to describe such tasks as 
‘burdensome’, does little to bring a sense of unity between patients and 
carers of all positions. There is potentially a disconnect between the value 
the patient places on having these care tasks carried out sensitively and the 
value that public policymakers have placed on bedside duties and the HCA 
and RN roles (Kessler et al, 2010).  
The patient has also noted a change in those who were delivering bedside 
care (Hancock and Campbell, 2006). Patients reported the HCA as being 
increasingly available and involved in their care, with the RN correspondingly 
less so (Hancock and Campbell, 2006). Anderson (1997) and Chang et al 
(1998) describe the assistant role introduced at this time as relieving the RN 
of tasks, allowing the RN more time with the patient. There appears to be a 
very different situation today, however, where it is recognised that the HCA 
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continues to deliver much of the bedside care (Kessler et al, 2010, 2012; 
Cavendish 2013).  
Kessler et al (2010) describe a shift to increased accessibility and availability 
of the HCA for the patient. This increase is suggested as providing a unique 
contribution to provision of healthcare, which is classified as ‘co-production’. 
Spilsbury and Meyer (2005) state that the ‘relief’ of the RN from her duties by 
the HCA could be seen more in terms of a co-dependency, whereby the RN 
and the HCA are dependent on each other for successful fulfilment. This co-
dependency is not without problems, as transference of information from the 
HCA to the RN depends on both individual relationships and a functioning 
formal system of information transfer (Spilsbury and Meyer, 2004, 2005). 
There is potential for communication breakdown and incomplete 
transference of information both across and within teams, which may result 
in compromised patient safety. Co-dependency also requires clear role 
demarcation, whereas Spilsbury and Meyer (2005) found evidence of the 
opposite in their research. As an example, RNs needed extra support in 
more technical tasks only at certain times, with the resultant support activity 
then withdrawn from the HCA when not required. Spilsbury and Meyer 
(2005) call this lack of role demarcation ‘exploitation’ and point to legal 
implications for both the HCA working beyond scope and practice and the 
RN when delegating such duties in situations where the workforce is not 
educationally supported.  
2.3.6 Division of labour  
Role development of the HCA, as described in the previous section (section 
2.3), illustrates the extent to which it has been shaped by social, technical, 
economic and organisational change (Allen, 2001; Kessler et al 2010). 
Change, coupled with development of healthcare roles, has in turn impacted 
upon the division of labour more generally, which will be explored within this 
section.  
The concept of division of labour relates to Durkheim’s work “The Division of 
Labor in Society” (1933, first published 1893) that addresses how division of 
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labour emerges when communal societies develop into more complex 
specialised societies and the consequences of such. 
More contemporary work from Allen (2001) draws on the work of Durkheim 
(1933), Abbot (1988) and Hughes (1984), suggesting that all three share the 
following perspectives: 
1. For those that work there is meaning for the activity.  
2. Developments and change are subject to social, economic and /or 
technological influences. 
3. These changes will shape the system of work and reshape 
occupational boundaries.  
4. Tasks take a different course as new tasks enter and others leave 
through obsolescence or delegation. 
5. Occupations evolve and inter-relate with each other. 
Allen’s (2001) work has a particular significance for my own area of interest, 
acting as a point of reference for theories around job description, role activity 
for the HCA and the tasks undertaken, all of which are addressed within this 
section of the literature review. From my own personal and professional 
experience, coupled with my further understanding of the theories around 
division of labour, I wanted to make clear my own position and understanding 
prior to continuing my research (see appendix 1).  
In many organisations, job descriptions are often only loosely based on 
reality, with employees engaged in activities that are not necessarily listed 
within the formal role descriptions and vice versa (Abbott, 1988). This is 
evidenced in Spilsbury and Meyers’ (2005) work, in which negotiation of 
extra tasks outside of job descriptions was shaped by availability of 
resources. The HCA undertook tasks outside of their job description when 
there was a shortage of staff with the jurisdiction to perform those tasks, with 
clear implications for safety (McKenna et al, 2004) and for the RN’s 
accountability (McKenna, 2004; Spilsbury and Meyer, 2004; Keeney et al, 
2005). When suitably qualified resource became available, however, this 
activity reverted back to the RN. Abbott (1988) suggested that boundaries 
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around roles and responsibility can disappear in overworked organisations, 
which may further affect the disparity between the job description and the 
activity of the employee. In addition, there is often dissonance between the 
work the employee ‘thinks they do’ and the work they ‘actually do’ within 
organisations (Hughes, 1984), adding to blurring of roles and responsibility at 
both an organisational and individual level.  Bach et al (2012) identified two 
opposing perspectives articulated by the HCAs. Some HCAs suggested they 
often worked alone or with other HCAs, whereas others identified team 
working in which all were equal. This suggests wide variation in the 
supervisory and delegatory environment within which the HCA works.  
Hancock and Campbell (2006) identified that recognition, boundaries and 
development of both RN and HCA roles lacked clarity and that these issues 
needed to be addressed from a local and national perspective to ensure that 
the quality of care delivered is safe and appropriate. This lack of clarity was 
more recently confirmed by Cavendish (2013), who found a confused 
landscape for the HCA within organisations, including numerous job 
descriptions in the workplace. The Mid Staffordshire Public Inquiry (2013) 
reported that there is a need to delineate more clearly between the role of 
the RN and the role of the HCA (rec no 207) for the benefit of patients.  This 
was reiterated by Cavendish (2013), who suggested that greater clarity 
would assist patients in navigating their way around the various staff roles. 
Some tasks or roles within healthcare are seen as ‘dirty’ and of low value, 
related to the physical, moral or social aspects of such work. Smith (2012) 
suggested that within the contemporary setting, the HCA is seen as the 
lowest member of the nursing hierarchy, performing much of the personal 
care and, as such, associated with ‘dirty’ work. Bach et al (2012) did, report 
situations in which RNs delegating unpleasant tasks to the HCA recognised 
the inequitable distribution of tasks. Allen (2001) noted that the HCAs 
resented the lack of preparedness of some RNs to undertake such “low 
value” tasks, which contrasted with situations where RNs were prepared for 
such tasks and viewed them as investing in their team relationships. Allen 
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(2001) also noted that, in the absence of lower skilled staff, the RN will ‘pick 
up’ these ‘dirty’ tasks, including portering and clerical duties.  
Allen (2001) identified that, although the hierarchy is present within the 
clinical environment, at an individual level the RN is less concerned with 
maintaining their position within the hierarchy, instead wanting to ensure 
patients’ needs are met whatever their role and responsibility. Allen (2001, 
p77) suggest the RN is in conflict between the professional view of delivering 
“hands on care” versus the managerial view of delegation to the HCA so as 
to undertake other “professional duties”.  In reality, however, as the RN’s 
career progresses he/she becomes further removed from these tasks, 
delegating them to lower paid workers and so reinforcing the prestige of the 
RN role and the concept of ‘dirty’ tasks as being lower in the hierarchy (Bach 
et al, 2012). Kessler et al (2012) suggested that this shift is unfair and 
degrading, as the HCA undertakes tasks that have been associated with the 
RN for a lower remuneration. There is hope, however, for the HCA in the 
form of an apprentice pathway to RN, as many of the HCAs articulated a 
long-held desire to become a RN (Kessler et al 2012; NHS HEE, no date). 
This may well be a point of further discussion as the new AN (NHS HEE, 
2016) role is designed to move toward RN registration in comparison to a 
lack of commitment to realise such an opportunity for the existing HCA 
position. 
2.4 Part 3 The patient 
2.4.1 Valuing patient experience data 
The patient voice is now recognised as important in ensuring improved 
patient experience and outcomes (NHS England, 2013a), evidencing a 
renewed focus on the importance of user views (Mockford et al, 2012). The 
survey methods employed by the NHS are predominately quantitative and 
include the NHS’s (2014b) annual national survey that, in collaboration with 
the CQC and Picker Institute (2016), seeks to gain feedback from a number 
of recent inpatients. In addition, patients are given the opportunity to respond 
to the ‘Friends and Family Test’ (NHS England, 2013b), a ‘real-time’ 
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feedback tool that openly publishes data online for comparison between 
healthcare providers.  
There has been criticism, however, about such feedback mechanisms and 
their reliance on a quantitative approach to represent the complex reality of 
the patient experience (Patient Experience, 2013).  Patients are now asked 
to provide further information and suggestions for improvement, with 
organisations accessing this feedback to inform service improvement 
initiatives (NHS England 2013b). The reduction of patient views, perceptions 
and understandings that occurs with quantitative surveys illustrates the need 
for a deeper understanding of the complex nature of the patient experience. 
There are a number of other organisations providing services for patient and 
public feedback, including Patient Opinion (2014), iwantgreatcare (2014) and 
NHS Choices (2014). The King’s Fund (2015a) survey asks the public more 
generally about their satisfaction with the NHS, with the result remaining 
fairly consistent at about 40% satisfaction. These findings, however, are 
broad and describe trends that summarise and reduce the patient experience 
in a way that may obscure poor experience. 
Patient experience data are used as an indicator of quality and performance 
for healthcare systems both nationally and internationally (Lombarts et al, 
2009; DH, 2014), and as a means of monitoring clinical effectiveness and 
safety (DH, 2008, 2012b). This combination of information is used to inform 
policy makers, alongside more general performance monitoring of healthcare 
providers (Giordano et al, 2010). Local services seeking improvement 
(Coulter et al, 2009) may also utilise patient experience data. Despite 
criticism, some suggest this data will provide commissioners and patients 
with insight into the service (Fung et al, 2008) provided by the organisation.  
The recent history of incentive improvement for the NHS brought about 
targets for a number of issues, for example, waiting time targets as outlined 
in “The NHS Plan” (DH, 2000a). Although on the face of it the targets did 
evidence improvement for A&E waiting times, trolley waits and elective 
waiting times, doubts were raised about how robust these improved figures 
actually were. Bevan and Hood (2006, p521) described how service 
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providers may “hit these targets but miss the point” as gaming comes into 
play, in which they focus on the target area to the detriment of other areas.  
Lack of consistency across providers in what parameters were being 
reported, coupled with the enforcers’ collusion in not looking too closely if the 
reports were improving, is potentially evidenced by the published figures not 
matching patient reports from independent surveys. Additionally, there are 
unintended consequences of performance measurement and monitoring 
whereby organisations will prioritize incentivised measured elements of care 
over other elements of care that are not measured (Smith, 1995) but are of 
equal or greater value.  The Mid Staffordshire Public Inquiry (2013, p4) 
identified that Mid Staffordshire hospital had “a culture of doing the systems 
business- not that of the patients” and he therefore concluded that 
organisations need to listen to staff, patients and carers so as to “foster a 
common culture shared by all in the service of putting patients first.”  
Patient complaints and quality of service are linked, a relationship that is 
recognized in international literature (Cowan and Anthony, 2008; Jonsson 
and Øvretveit, 2008; Hsieh, 2010), with formal complaints considered by the 
CQC as part of their inspection programme (CQC, 2014).  
Causes of complaints are often identified as failure to take account of a 
service user’s perspective coupled with communication failure (Coulter, 
2002).  Junior staff, with their significant patient contact, are at the forefront 
of patient complaints and yet the process of investigating, interpreting and 
reporting on complaints is often undertaken by small groups of more senior 
staff (Allsop and Mulchay, 1995). This communication disconnect is further 
complicated where there is a difference between what is known informally at 
ground level from staff, patients and carers and what is reported officially 
(Waring and Bishop, 2010). This problem, explained as a failure of 
communication in which information is erased, distorted or missed as it 
travels towards the official reporting system, further compounds the difficulty 
in accessing the authentic patient voice (Waring and Bishop, 2010).  
There is an ontological difference between the official reporting language of 
management, which is quantitative, predictive and generalizing, and the local 
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language that is narrative based and explains a particular situation. It is 
difficult to translate the latter into the former (Hill, 2004; Yanow, 2004) and 
thus the “ward to board” concept of bringing information from ward level to 
the board room has considerable challenges, suggesting there is further 
work to do in ensuring the patient experience is acknowledged. Martin et al 
(2015) describe the difficulty for organisations in utilising complaints data, 
which they classify as ‘soft’ intelligence. The authors suggest that, rather 
than reducing the data for clarity and uniformity, managers need to bring a 
sense of “disruption” to the data to “hear” the multiple voices that are 
otherwise obscured by the more systematic, traditional approach.  
Post Francis (2013), a review of NHS complaints systems and processes 
Clwyd and Hart (DH, 2013c) concluded that service users complain if they 
have experienced poor information provision, a lack of compassion, a lack of 
dignity and care, poor staff attitudes and a lack of resources. In addition, they 
identified that some patients felt “they were a problem or a burden rather 
than being cared for” (DH, 2013c, p16). Service users also felt confused, 
fearful and frustrated with respect to the complaints system.  
Mockford et al’s (2011) systematic review attempted to identify literature that 
evidenced the impact of public and patient involvement in the NHS and 
health services within the UK. The inclusion of patients within studies is not 
without its difficulties, but Mockford et al (2011) concluded that there is a 
need for greater understanding of the contribution from the narratives and 
experiences of service users. Tsianakas et al (2012a) further added that, 
although time consuming to collect and analyse, there is a depth to patient 
stories and narratives that would otherwise be missed by survey alone but 
will bring greater understanding of the patient experience.  
2.4.2 Patient centered care 
Patient centered care is a concept of increasing importance within healthcare 
(Shaller, 2007) that is central to quality and dependent upon personal, 
professional and organisational relationships (Epstein and Street, 2011). 
Epstein and Street (2011) argue that there is often misunderstanding 
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regarding what the term means, with the result that superficial attempts at 
patient centeredness may add to the patient experience but not necessarily 
to patient centered care. Shaller (2007) suggests six elements that define 
patient centeredness; sharing knowledge, collaboration, involving family and 
friends, consideration for the spiritual dimension of care, respect for needs 
and preferences and accessible information. 
The extent to which organisations achieve patient centeredness depends 
partly on leadership from management in implementation and 
communication, from top to bottom, of the organisation’s vision (Shaller, 
2007).  
Engels (1977) posited the biomedical model, derived from an underlying 
principle that complex phenomena stem from a primary cause, as the 
dominant healthcare model in the western world. Patient centeredness, 
however, is difficult to position within the biomedical model.  
The biopsychosocial model (BPSM) (Engels, 1977, 1980), by way of 
contrast, is a metatheory that addresses the social, psychological and 
behavioural aspects of physical health. The BPSM rejects the idea that 
health is absence of disease, defining health in terms of physical mental and 
social wellbeing, as well as physical dysfunction and disability (Stone, 1979, 
Ware 1992). The subjective experience of illness is therefore an important 
health indicator and Engel (1977, 1980) highlighted the importance of the 
patient experience of illness in shaping the clinical expression of the disease.  
Locating patient centeredness within the BPMS model (Engels 1977,1980) 
has the potential to bring benefit to the overall patient experience through 
improved quality and outcomes.   
2.4.3 Qualitative research into the patients’ perspective 
In an attempt to gain further insight into patients’ perceptions of their own 
lived experience, I turned to the literature for research that tells narratives 
from the patients’ own voices.  
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As patient perceptions of care have already been studied within the patient 
satisfaction literature (Coughlin, 2012), I researched more broadly to seek 
greater understanding of perceptions of being a patient within the 
environment of secondary care. I collated the literature and categorised it 
into the following themes. 
 Environment 
The built environment of secondary care is where patients may attend 
outpatients during the day or may become inpatients for varying lengths of 
stay. The environment therefore becomes the temporary residence 
(Spichiger, 2009) for patients during these episodes. Douglas and Douglas 
(2003) carried out fifty individual semi-structured interviews across four 
directorates of one organisation to seek out patients’ perceptions of their 
temporary residence. They found that patients felt vulnerable when the 
environment was not conducive to promotion of self-care and lacked privacy. 
Their use of the phrase ‘patient friendly’ was not directed specifically at staff 
or at the residence itself, but was more to do with the overall feel of the 
space they were residing in. Patients within the elderly directorate wished for 
greater social engagement with others and the authors concluded from this 
that special design would contribute to all of the participants’ concerns. 
 Health and Illness 
Patients’ condition and health also impacts upon their experiences. 
Spichiger’s (2009) study explored terminally ill patients’ experiences of being 
in hospital, in which patients describe their experience within the hospital 
along a continuum from ‘heaven’ to ‘prison’. As some patients’ worlds began 
to reduce due to their terminal condition, they sometimes felt trapped within 
the ‘prison’ whereas the description of ‘heaven’ was ascribed by some to 
situations where their diagnosis had been made and they could finally deal 
with their pain and previously unmanaged symptoms. 
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 Service Improvement 
Literature that seeks the experiences of patients to facilitate service 
improvement has also helped illuminate the patient experience more 
generally. Tsianakas et al (2012b) reported patients within breast and lung 
cancer care that described feelings of neglect in situations where staff 
missed an opportunity to bring psychological support and feelings of 
vulnerability when they were inpatients in non- specialist areas.  Vulnerability 
was also apparent for those patients who experienced a lack of continuity 
with respect to the staff caring for them, resulting in sporadic relationship 
building. Interestingly, the participants understood and tolerated long waiting 
times if caused by another patient requiring increased attention.  
2.4.4 Patients’ perspectives of the HCA 
Within the UK since 2000, a number of empirical studies have been 
undertaken that explore perceptions and understandings of the HCA role 
from the perspective of healthcare staff; the RN, the student nurse and 
sometimes the HCA themselves (Pearcey, 2000, 2008; Bowman et al, 2003; 
Ormandy et al, 2004; Spilsbury and Meyer, 2004, 2005; Hancock and 
Campbell, 2006; Payne et al, 2007; Alcorn and Topping, 2009; Butler 
Williams et al, 2010; James et al, 2010;). These studies have limited input 
from the patients’ perspective; those that do have included patients as part of 
a wider study, leaving the patients’ voice somewhat reduced. In an attempt to 
bring depth to the discussion around the patient perspective on the HCA 
there are three studies (Keeney et al, 2005; Hancock and Campbell 2006; 
Kessler et al, 2010) to date that address this perspective and will therefore 
be explored more fully in this next section. 
Kessler et al’s (2010) large study across four trusts found that staff and 
patients had different perceptions regarding the identification of staff and 
their roles. Patients often used the generic term ‘nurse’ to describe or recall 
staff, with some stating there was difficulty in differentiating the various roles. 
The patients in Kessler et al’s study (2010) were past patients: some were 
interviewed within a focus group setting and others through a survey 
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approach. The perspective of past experiences may therefore be different to 
the lived experience.   
The survey did, however, indicate that the vast majority of patients could 
identify the various roles, using the different uniforms as the most common 
way of identifying staff. Patients’ condition and capacity impacted upon their 
ability to identify staff. Patients who could identify the staff reported much 
higher levels of satisfaction with their experience, although some staff 
participants articulated that they felt patients were not really concerned with 
roles.  
Keeney et al (2005) interviewed inpatient maternity patients (n=6), which 
constituted a smaller and more specific patient group than that of Kessler et 
al (2010). Keeney et al (2005) also identified that these patients were 
generally satisfied with the care provided by the HCA.  Hancock and 
Campbell’s (2006) study sought the views of 12 ‘expert’ patients on the HCA 
development programme within one organisation. The criteria of ‘patient 
expert’ was fulfilled through high frequency of admission to the ward or 
hospital and thus being known to the HCA’s manager. Caution should be 
exercised with respect to the responses from patients within this study as 
their frequent attendance may have been likely to continue beyond the point 
of interview and thus there may have been a reluctance on their part to 
disclose their true feelings and experiences with candour. In addition, the 
patients were asked to comment on HCAs who were undertaking training 
and education to enhance their role and thus their views may not necessarily 
be taken as being representative for all HCAs within that organisation. 
Patients across all studies noted that the HCA was more involved in their 
care than the RN, who was engaged with other duties (Keeney et al, 2005; 
Hancock and Campbell 2006; Kessler et al, 2010). Kessler et al’s (2010) 
study suggested that the duties performed by the RN were the more 
important ones. The patients mentioned ‘not bothering’ the RN with simple 
things but instead calling on the HCA for support. We are left uncertain as to 
what these ‘simple things’ were, although the patient survey findings rated 
care from both RNs and HCAs highly. The RN scored higher as being 
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someone to confide in, suggesting that patients valued the time spent 
communicating with the RN. The quality and quantity of contact time 
between the patient and HCA/RN was difficult to establish from the focus 
group and survey data for Kessler et al’s (2010) study. Field notes taken by 
Kessler et al (2010) suggest, however, that the RN may spend an average of 
two minutes less than the HCA at each contact episode. This may well have 
influenced patients’ perceptions and subsequent recall of events. Further 
exploration of these different perceptions would have illuminated a much 
deeper understanding of what the patient values from the nursing team with 
respect to contact episodes. 
Kessler et al (2010) suggested the surveyed patients were cautious and less 
certain about their relationship with the HCA and the quality of care in 
comparison to the focus groups, who were less cautious. This may suggest 
that the surveyed participants were more comfortable delivering a less 
positive view of the HCA. The researchers are at pains to say, however, that 
caution is needed when drawing conclusions from these differences. Keeney 
et al (2005) found that patients were mostly satisfied with the care that was 
delivered by the HCA, with some adding that there were certain duties 
relating to their assessment that they would not be happy with the HCA 
performing. 
These three studies (Keeney et al, 2005; Hancock and Campbell 2006; 
Kessler et al, 2010) illustrate there are significant gaps in the literature 
addressing the role of the HCA from the patients’ perspective. Each one 
offers insight from either a past patient perspective (Kessler et al, 2010) or 
from a small speciality patient group (Keeney et al, 2005) or from a 
purposively selected patient group (Hancock and Campbell, 2006).    
2.5 Chapter Summary. 
Secondary care faces many challenges within contemporary healthcare, not 
least the balancing of quality of care and the patient experience against 
increasing fiscal pressures. Recent reports into poor or substandard care 
(The Mid Staffordshire Public Inquiry, 2013; DH, 2013b) have seen a refocus 
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towards understanding and capturing the patient experience. This data 
informs the public (Fung et al, 2008), policy makers (Giordano et al, 2010), 
and commissioners (Coulter, 2009) on service provision, however this is 
often from a quantitative, reductive position.  
The HCA role has developed in a number of ways and in response to 
multiple agendas that has resulted in the HCA delivering much of the 
bedside care (Keeney et al, 2005; Hancock and Campbell, 2006; Kessler et 
al, 2010, 2012; Cavendish, 2013). This has impacted upon the division of 
labour in the clinical setting, where the RN is now seen as less available to 
the patient then the HCA (Hancock and Campbell, 2006). Furthermore, 
although there has been much research focussing on the HCA, RN and 
student nurse, there is a paucity of research literature addressing in depth 
the patients’ perceptions of the HCA role. 
 
 
 
 
 
 
 
 
 
 
 
47 
 
Chapter 3 Theoretical Perspectives 
 
3.1 Introduction               48 
3.2 Philosophical perspective    49 
3.2.1 A relativist ontological perspective  50  
3.2.2 Epistemology     51    
3.3 Theoretical perspective    53 
3.3.1 Symbolic interactionism   54    
3.3.2 Postmodernism    56 
3.4 Summary       57 
  
48 
 
Chapter 3 Theoretical perspectives 
3.1 Introduction  
This chapter will address the philosophical perspective underpinning my 
research strategy, which in turn informed the theoretical perspective of 
symbolic interactionism (SI) and postmodernism (illustrated in diagram 5).  
Early on in this research process, I identified that Constructivist Grounded 
Theory Methodology (CGTM) would be the most suitable methodology to 
support my research objectives and question. In the following chapter on 
methodology (chapter 4), I will explain the rationale for selecting CGTM 
alongside Situational Analysis (SA) (Clarke 2005) as a heuristic device to 
support reflexivity and elements of data analysis.  
The selection of CGTM was considered in a two stage approach; 
methodology and epistemological perspective (McCann and Clark, 2003b).  
In stage one, the aim of this study was to explore the patients’ perceptions of 
the role of the HCA, an area where there was a paucity of research. Birks 
and Mills (2011) suggest that grounded theory is an appropriate 
methodological choice where little is known on the area of research and 
where theory generation is a desired outcome.  
Stage two involved identifying the positioning of CGTM within a 
constructionist epistemological perspective, in which there is an 
understanding that individuals make sense and meaning as they interact with 
the individuals and objects of their world (Crotty 1998; Blaikie, 2007).  
The constructionist stance proposed by Charmaz (2006; 2014) also informed 
this decision. As such, a dynamic process began between methodology and 
epistemology to understand more fully the congruent relationship between a 
constructionist epistemological perspective and CGTM. This is illustrated in 
diagram 3.  
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Diagram 3: The research paradigm represented as a cyclical decision 
making process. 
 
 
The following sections will detail the philosophical, ontological and 
epistemological positions, how these relate to the theoretical perspective and 
justification for the research design in answering the proposed research 
question. As part of this process, my world view will be evidenced (Holloway 
and Wheeler, 2010; Welford et al, 2011), which will add to the strength of the 
research design (Mills et al, 2006). 
3.2 Philosophical perspective 
In the post positivist era of qualitative research, I recognised that I came to 
my research journey from a number of standpoints and preconceptions 
shaped by my social, clinical and historical experiences (illustrated in 
appendix 1), some of which was known and some was not (Mills et al, 2006). 
Ontology
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I also felt that I was not able to leave these behind or separate myself from 
them in an objective way. Smith and Hodkinson (2005) describe the attempt 
at objective neutrality for the researcher as ill founded. They further suggest 
that a relativist stance is the only option in a post-modern world where we 
move from discovery to constructing. Constructing is shaped by preferences 
and judgement’s which are informed by social and historical influences 
(Smith and Hodkinson, 2005) congruent with my beliefs and understandings 
of my standpoint and subjectivity. 
3.2.1 A relativist ontological perspective: 
Relativist ontology is congruent with social constructionist’s epistemology 
(Crotty, 1998; Denzin and Lincoln, 2005b p184; Mills et al, 2006) and with 
postmodernism (Blaikie, 2007). Mills et al (2006) suggest that a relativist 
ontological view is one where there is recognition of multiple realities shaped 
by context.  
There are however multiple relativist ontological positions (Stanford 
University, 2015) that require explanation with Blaikie (2007) suggesting that 
simple distinctions need elaboration for clarity. 
My interpretation of a relativist ontological perspective is one where the 
external world exists in relation to our thoughts, where there is no existence 
of the external world independent of our thoughts. What we think of as real is 
real because we think of it as real.  The external world consists of 
representations that are the creations of the individual’s mind (Blaikie, 2007).  
As humans we live in a world of shared interpretations where different 
circumstances, situations and cultures are likely to have different constructed 
views of social reality and thus are relative (Crotty, 1998).  
There are however criticisms of a relativist ontology with Hammersley (1992) 
questioning the usefulness of multiple accounts as each is worthy of 
consideration. Andrews (2012) adds that no one account takes precedence 
over another. Smith and Hodkinson (2005) suggest this position may lead to 
a research position of “anything goes” unhelpful and potentially chaotic. They 
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do however dispute the notion of anything goes suggesting that we all make 
choices and are inclined to one option over another and as such relativism 
offers us a way of recognising the limitation of uncertainty (Smith and 
Hodkinson, 2005).  
3.2.2 Epistemology 
Epistemology is concerned with the theory of knowledge, what knowledge is 
and how as humans, “we know what we know” (Blaikie, 2007 p18). Denzin 
and Lincoln (2005b p22) posit that epistemology is “what is the relationship 
between the inquirer and the known” concerned with, the subjective nature 
between researcher and participant and co-construction of meaning (Denzin 
and Lincoln, 2005a p 184). By describing my epistemological position, the 
lens through which the research subject was approached is captured 
(Lipscomb, 2008; Kelly, 2010).  
It is worth clarifying some of the language I have used at this point with 
particular reference to constructivism and social constructionism as these are 
often used interchangeably (Gergen and Gergen 2004; Andrews, 2012). The 
difference between constructivism and social constructionism under the 
collective term constructionism that is worth referring to at this stage is noted 
by Blaikie (2007) and Gergen and Gergen (2004) and summarised in 
diagram 4. 
Social Constructionism has a recent history as it has developed over the last 
30 years and is closely linked to post modernism (Andrews, 2012). Social 
constructionists see knowledge as created through the interactions 
individuals have (Schwandt, 2003) and is the outcome of people having to 
make sense of their encounters with the physical world.  
 
 
 
52 
 
Diagram 4. The hierarchical description of constructionism. Adapted from 
Blaikie (2007, p22) and Gergen and Gergen (2004, p8) 
 
 
 
Social constructionism is used to refer to the influence the social world has 
on the individual’s perception, meaning making and understandings (Gergen, 
2009). He suggests that what we understand as real is socially constructed; 
events happen but the meaning associated with that event is socially 
constructed through the interactions we have with others. If social 
constructionism is accepted then there are implications for what we take for 
granted (Gergen and Gergen 2004; Gergen 2009), “nothing is real unless 
people agree that it is” (Gergen 2009, p4). For the social constructionist there 
is a rejection of the constraint of history or tradition and openness to the 
possibilities of meaning and how meaning is created (Gergen, 2009)   
For clarity, I have used the following terms in this work, constructivism is 
used to describe the individuals position in terms of how the individual 
mentally constructs meaning (Blaikie, 2007). When referring to GTM 
(Charmaz, 2014), the term constructivist will be applied. When describing my 
Constructionism
Constructivism.
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epistemological position, I will however refer to constructionism as in social 
constructionism.  
Relativist ontology and the epistemology of constructionism allow for the 
possibility of multiple realities within any social context. This acceptance of 
multiple realities was congruent with the research paradigm. 
3.3 Theoretical perspective 
My position regarding theoretical perspective was drawn from Crotty (1998) 
and Blaikie (2007) who propose that the philosophical stance of the 
researcher informs the methodological process. I recognised that the 
theoretical perspective is in itself informed by underpinning epistemology and 
ontological positions, outlined in diagram 5. 
Diagram 5: Situating the theoretical perspective and the research paradigm. 
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My research took the position of a combined theoretical perspective of 
symbolic interactionism (that remains an underpinning principle of Charmaz’s 
(2014) GTM) with post modernism, as recognised within Clarke’s (2005) 
work on SA. Charmaz (2014) suggests that a combined theoretical 
perspective adds to the researcher’s theoretical insights and addresses 
concerns around preconception.  
3.3.1 Symbolic Interactionism. 
Symbolic interactionism (SI) is a theoretical perspective that underpins many 
qualitative methodologies. The term stems from the pragmatist ideas of 
Mead and Dewey (Blumer, 1969; Crotty, 1998). The foundational aspects of 
GTM are inextricably linked with SI, which is concerned with issues around 
language, communication, relating to others, how we relate to others and 
community (Blumer, 1969). Charmaz (2014) asserts that the complementary 
combination of Grounded Theory as a method and SI as a perspective has 
potential as a “theory-methods package” (a phrase coined by Clarke, 2005). 
Charmaz (2014) goes on to describe how SI can be used as a theoretical 
perspective that aids the researcher to be receptive to meanings and events 
in the research study. To evaluate this, I explore SI’s contribution within 
GTM. 
Blumer’s (1969) seminal work on SI is concerned with three premises: 
 Human actions are based on the meanings that are attached to 
things.  
 The meanings of the things one encounters come from the social 
interaction between oneself and others, akin to social constructionism. 
 An interpretive process is at play as humans encounter these things. 
 
The “things” Blumer refers to can be classified into “objects” relating to 3 
areas. In the present study, for example, the following are illustrations of the 
objects within the social world of the in-patient or out-patient.  
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 Physical objects e.g. beds, lockers and call bells. 
 Social objects e.g. HCA, RN, Drs, partner/spouse, visitors, and 
friends. 
 Abstract objects e.g. care, ethics, professionalism, values and 
principles. 
It is also a point for consideration that these objects may have meaning at an 
individual level or at a collective level. Blumer (1969) talks about the 
meanings individuals may have for objects, for example, ‘the bed in bay 6’ 
will have a very different meaning for the patient who is about occupy that 
bed as their base in hospital compared to the nursing team, who may view it 
as an object that helps them manage the moving and handling requirements 
of patients. The ability to see how objects are viewed by the individual 
supports the notion of the researcher entering the participants’ world, 
recognising their differing views, perceptions and understandings alongside 
the researcher’s own position, an approach that is congruent with a 
constructivist paradigm. The emphasis that SI places on objects has 
supported my understanding and application of Clarke’s (2005) SA 
approach, which will be discussed later in this chapter. 
Holton (2007) discussed Glaser’s (2005) view on SI as a theoretical 
perspective. Glaser (2005) was concerned about the potential to limit GTM to 
the one lens of SI, which may in turn influence data collection and 
subsequent analysis, resulting in a less creative abstraction of the data. 
Glaser (2005) went on to say that GTM as a general methodology should be 
supported by an epistemological stance appropriate for the area of study.  
It is worth noting, however, that Milliken and Schreiber (2012) suggest that SI 
provides a series of “windows” through which the researcher can view and 
explore the area of study. In this study I took the stance of Milliken and 
Schreiber (2012) in viewing GTM and SI as inextricably linked, but not to the 
exclusion of other theoretical and philosophical perspectives that may 
overlap and contribute.  
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3.3.2 Postmodernism 
GT and its theoretical underpinning of SI can be seen as positioned within a 
postmodernist philosophy (Clarke, 2005). The following narrative explores 
how I came to conceptualise postmodernism in relation to GTM from both 
Charmaz’s (2014) and Clarke’s (2005) perspective and the underpinning 
relationship of SI. 
Encompassing more than just science and philosophy, postmodernism is a 
widely-used term within other disciplines such as art, literature and 
architecture (Crotty, 1998; Crook, 2001; Blaikie, 2007). To understand 
postmodernism one needs to look to modernism to situate the “post” or 
“after” (Blaikie, 2007; Seale 2004).  Modernism is seen as the outcome of the 
Enlightenment, the intellectual movement of the seventeenth and eighteenth 
centuries, which saw superstition and myth challenged by reason, 
generalised truth and the stability of meaning, with progress seen as a 
consequence (Alvesson, 2002). Postmodernism, however, challenges the 
view of generalised or absolute truth (Seale, 2004) and the epistemic 
underpinnings for such views, e.g. basing itself in an epistemology where 
there is uncertainty, ambiguity (Crotty, 1998; Bryman 2012) and plurality 
(Crook, 2001).  
Crotty (1998) describes postmodernism as a continuum that has emerged 
from modernism and therefore has a relationship to modernism. Willmott 
(1992) stated that attempting to define postmodernism is futile as the 
movement views standardisation in contrast to the very nature of the 
understandings of postmodernism. While accepting that postmodernism is 
difficult to define, I understood that postmodernism, as a concept, 
encapsulates the complex changing nature of contemporary society. The 
broad global explanations and grand theories have been supplanted by an 
understanding that knowledge or theory is constructed, not fixed or 
permanent but of the time (Clarke, 2005). 
Alvesson (2002) suggested that there is a difficulty for the researcher 
exploring postmodernism when clarity is needed regarding the application of 
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postmodernism as a philosophical stance, or alternatively when searching for 
postmodern phenomena. In selecting SA as a postmodern advancement to 
GTM in this present study I have committed to a philosophy of accepting 
uncertainty and ambiguity. This is in line with what Alvesson (2002) 
describes as a “soft interchange” between philosophy and the postmodern 
period being more appropriate for certain approaches of social research. 
Caution is required in this approach, as noted by Alvesson (2002), as there is 
a possibility the researcher is so concerned with language used in 
representation that it constricts and constrains the diverse phenomena being 
explored. 
3.4 Chapter summary 
In summary, a combined theoretical perspective of SI located within 
postmodernism has been selected. With the selection of Charmaz’s (2014) 
constructivist approach to GTM, and drawing upon Clarke’s (2005) SA as a 
heuristic device to assist in bringing out these complexities, I am confident 
that there is congruence throughout the research design and approach.  
The next chapter will attend to the historical beginnings of GTM by 
addressing the context of the emergence and subsequent divergence and 
development of GT as a methodology. 
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Chapter 4 Methodology 
4.1 Introduction to methodology  
This chapter incorporates the historical and theoretical principles that 
underpin GTM and SA. Bryant and Charmaz (2007) state that it is necessary 
for the researcher to evidence their understandings of GTM with more than 
mere reference to the original work, which is that of Glaser and Strauss 
(1967). The reader will be led through each point of consideration with 
reference to the original GTM (Glaser and Strauss, 1967), subsequent 
divergent GTM perspectives (Glaser, 1978, 1992, 1998, 2002, 2005; Corbin 
and Strauss, 1990, 2008; Strauss and Corbin, 1990, 1998, 2008) and then 
towards a more contemporary approach (Charmaz, 2006, 2014) adopted for 
this doctoral study. I opted to use Charmaz’s (2014) contemporary GTM, 
which is underpinned by a constructivist paradigm that recognises multiple 
social realities and co-construction of those realities between researcher and 
participant. 
Reflexivity is necessary to ensure there is transparency throughout the 
research process around researcher position and the decisions made, which 
in turn adds to the quality of the research (Alvesson and Sköldberg, 2009).  I 
draw upon SA to support this transparency through reflexivity detailed at the 
end of this chapter (section 4.7) and in relevant appendices.  
4.1.1 Historical context of Grounded Theory. 
Grounded theory has its beginnings in the work of Glaser and Strauss 
(1967), who proposed that theory could be “discovered” from the data by a 
process of systematically gathering and analysing data (Glaser and Strauss, 
1967): an inductive process of data collection (Bryant and Charmaz, 2007; 
Morse, 2001).  
A positivist paradigm dominated the 1960’s research climate, in which 
statistical, quantitative research methods prevailed (Bryant and Charmaz, 
2007) and where value was placed on objectivity and on replication of results 
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and outcomes.  The researcher was assumed to be a passive objective 
observer, generating facts about a single, external world (Bryant and 
Charmaz, 2007; Charmaz, 2014). Bryant and Charmaz (2007) claim it is 
important to understand the context of Grounded Theory development to 
appreciate the debates that have formed part of the subsequent divergence 
and development of GT as a methodology 
Glaser and Strauss came from differing backgrounds: Glaser had experience 
in quantitative methods and Strauss studied within the Chicago School, 
where traditions of pragmatism, symbolic interactionism (SI) and 
ethnographic study were commonly followed. They collaborated on their 
research, advancing the principle of developing theory by beginning with 
data and moving through levels of abstraction, rather than testing existing 
theories (Charmaz, 2014). By doing so, they addressed the criticism that 
qualitative research offered only description and were able to show that the 
theoretical concepts generated were from, and thus located within, the data 
(Charmaz, 2014). Within this approach lies the paradox: by addressing the 
criticisms of positivists, and in trying to position GTM as a significant 
alternative to the prevailing statistical quantitative inquiry, Glaser and Strauss 
(1967) arguably located GTM within the positivist ontological view that there 
is a reality out there waiting to be discovered.  
The heritage of Strauss contributed to GTM, wherein the pragmatist 
underpinnings of SI attested to people making sense of their worlds through 
construction and interaction. This position was in contrast to the belief of a 
unitary, testable truth that prevailed at the time (Bryant and Charmaz, 2007). 
The paradox of GTM’s positivist derivation within underpinnings of 
pragmatism has remained a subject of much debate. It is addressed in detail 
by contemporary researchers like Charmaz (2006, 2014) and Clarke (2005), 
who seek to reposition the methodology within constructivist and 
postmodernist thinking.  
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4.1.2 Situational analysis. 
The principles of situational analysis (SA) (Clarke, 2005) were an important 
consideration for my research. I did not adopt the data analysis process 
described in Clarke’s (2005) approach but instead used some of the 
underpinning principles to add an additional dimension to the research 
process. SA aims to capture the complexities inherent within research, with 
Clarke (2005) suggesting that not attending to such complexities may lead to 
a reductionist view and over-simplification. She described attending to 
differences or variances within the data (Clarke, 2005) to reinforce the notion 
of complexity rather than reducing negative or variant cases in favour of 
commonality. In addition, SA helps articulate the “sites of silence” (Clarke 
2005 p85), i.e. that which is not articulated through the data but the 
researcher believes is there (den Outer et al, p 2013). Clarke (2005) 
proposed that there are no grand narratives to be generated from applying 
SA, but that the theory derived will explain a particular situation or area that 
cannot be generalised in a qualitative sense.  
This process helps bring marginalised perspectives to the fore, which in turn 
supports the notion of multiple perspectives within SI. Clarke (2005) stated 
that within GT in its most basic and earliest form (Glaser and Strauss, 1967), 
the context for the research activity was not stressed, although Strauss did 
attend to this in later work (Strauss, 1987 p 77-81). He described the need to 
achieve a balance for contextual or situational data, so as to inform but not 
overwhelm the interactions (Strauss, 1987). Clarke (2005) concerned herself 
with the discourse that surrounds, and has influence on, social worlds and 
with the non-human elements that exist within our situatedness and the 
resultant complexities.  
Clarke (2005) described her development of GTM in ways to “push it around 
the postmodern turn”, one of which involved map making to support the 
analytical stage of research. This method underpinned a different approach 
for my research where maps, although not used for data analysis, were 
adapted and used throughout the research process. 
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The use of these maps had the ultimate aim of opening up my mind to the 
situatedness of the participants’ worlds before data collection commenced. 
Through grounded theory and the cyclical nature of constant comparison, 
these maps were revisited prior to each interview. The two main cartographic 
approaches detailed below were adapted from Clarke (2005): 
 Situational maps, which lay out human and non- human elements, 
discursive and other elements, framed within the research inquiry and 
the analysis of the relationships among them. 
 Social worlds/arena maps, which lay out the collective actors and the 
key non-human elements and discourse interpreted at a meso level.  
 
I used SA as a heuristic device purely to challenge preconceptions, beliefs 
and understandings around preparatory research activity (articulated within 
this chapter under Phase 1 Preparation for Field Work, section 4.2). The 
application of SA in this way contributed to my reflexive approach which was 
captured through a mapping process of situation and social worlds, 
articulated in section 4.6.  
4.1.3 Constructivist Grounded Theory Methodology (CGTM) and the 
decisions made. 
Charmaz’s (2006, 2014) model of CGTM captures the inductive nature of 
classic grounded theory methodology (Glaser and Strauss, 1967) along with 
other tenets of CGTM, but seeks to be more flexible as an approach, 
acknowledging the co-construction of data between researcher and 
participants. Co-construction is an approach whereby the researcher gives 
voice to the participants through a co-production process, congruent with a 
constructivist epistemology (Denzin and Lincoln, 2005 p 184). Co-
construction is a point of departure from traditional grounded theory 
(Charmaz, 2006, 2014; Bryant and Charmaz, 2007), and sits in contrast to 
the Glaserian (1978) stance of a “reality” emerging from the data (Mills et al, 
2006).  
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Despite the diversity of GT’s philosophical assumptions, there are a number 
of central components that contribute to each version (McCann and Clark, 
2003b). McCann and Clark (2003b) suggest that each version of GTM places 
different emphasis on each assumption. These central components are 
detailed below in relation to where each is located, and described within this  
and previous chapters: 
 Conducting the literature review (Section 2.1.1 & 4.6.3) 
 Memo writing. (Phase 2) 
 Construction of analytic codes and categories from the data (Phase 3) 
 Constant comparison of the data at every stage (Phase 3) 
 Theoretical sampling (Phase 2) 
 Theoretical sensitivity (Phase 3) 
 Quality and rigour (Section 4.5) 
 
The following sections will address each of these components within the 
three research phases detailed below, exploring their origins and 
development and justifying their use within this research activity. The three 
research phases were undertaken concurrently, in line with GTM, and were 
as follows: 
 
 Phase 1 Preparation for field work. This addresses the preparatory 
stage of this research and includes positioning the literature review, 
the ethical approval process, and the participant recruitment strategy.  
 Phase 2 Conducting the field work. This addresses data collection, 
memo writing, the research settings and the research relationship. 
 Phase 3 Working with data. This addresses the analytical process, 
constant comparison, rigour and reflexivity. 
 
 
 
 
65 
 
 
4.2 Phase 1 Preparation for field work 
4.2.1 Ethics 
Ethical approval from University ethics and IRAS (2013), NRES (2011)  
(NREC Ref 14/EE1151) required that data collection was to take place within 
the outpatient department and a number of inpatient wards across the two 
sites of the one organisation. In addition, local organisational policy dictated 
the registration of projects and areas of study with the research and 
development office. Additional requirements from the hosting organisation 
necessitated a DBS (2013) certification and completion of their Good Clinical 
Practice module (appendix 5). 
4.2.2 Research Sites 
The rationale for selecting only one organisation centred on the need to 
develop a deep understanding of the patients’ perceptions, rather than 
undertaking a broad generalisable study, for which a multi-centred approach 
would have been more suitable. A number of clinical areas within the 
organisation were identified as suitable sites for the conduct of the research, 
including general surgical wards and outpatients. 
The research was conducted across two hospitals within the hosting 
organisation and involved outpatient (OPD) and surgical inpatient areas 
across both sites. Access to participants was in line with the ethical approval 
process. Relevant gatekeepers and stakeholders were involved early on to 
ensure smooth progression and early identification of potential issues. The 
organisation’s Director of Nursing arranged for me to attend and present my 
proposed research to the Matrons’ meeting prior to data collection in order to 
meet them and answer any questions or concerns they had. Matrons from 
OPD and Surgical services were happy for me to work with them and their 
team. The organisation employs 13,500 staff, has 1,800 inpatient beds and 
manages 1.3 million patient contacts annually. Accessing a greater number 
of clinical areas and departments would, however, have potentially led to a 
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less well focussed study. OPD and surgical inpatient services enabled 
access to patients requiring surgery and to those who were recovering from 
surgery. 
4.2.3 Voluntary Informed consent and autonomy  
On introducing myself and explaining the research to potential participants, I 
provided a letter of explanation, an information sheet and an informed 
consent form (appendices 5.1, 5.2 and 5.3). Potential inpatient participants 
had 3-6 days to consider their participation before I returned to gain their 
consent. This approach was modified, in line with ethical approval, for 
potential participants within OPD as there was no opportunity for the 3-6 day 
period. Mindful of not delaying appointments, I approached potential 
participants prior to their appointment and they decided after their clinical 
appointment whether to take part.  
 
Where appropriate to ensure autonomy of decision, documentation was read 
out to potential participants to provide them with necessary information prior 
to deciding whether to take part or not (Beauchamp and Childress, 2009). 
Ethical principles require that the researcher must not employ coercion with, 
or undue influence on, participants and thus verbal consent was obtained at 
every contact point. It was made known to participants that they were under 
no obligation to participate and that they had the right to opt out if they no 
longer wished to take part, with no effect on any health service that they 
were receiving or in the future. Mental capacity, with reference to the MCA 
(2005), was also considered to ensure that consent was gained only from 
those participants who had capacity. The nurse in charge within each area 
assisted with the appropriate selection of participants, ensuring they had 
capacity. 
 
4.2.4 Data protection  
All data collected was stored securely in locked storage and on an encrypted 
memory stick.  To ensure both confidentiality and privacy for participants, 
paper and electronic data were anonymised. Once the raw data containing 
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participants’ personal information was anonymised, they were destroyed as 
per the Data Protection Act (1988). Information cannot be given to a third 
party without the consent of the participant, in order to maintain privacy (DH, 
2005). The participants were informed of their right of access to information 
stored about them.  
 
4.2.5 Adverse effects 
Health and safety was maintained at all times across the clinical areas to 
ensure the safety of myself as the researcher and participants. Due to the 
nature of this research, there were limited burdens and costs to participants.  
Some participants may have found certain aspects of the research process 
distressing, in which case the responsibility for freedom from exploitation 
(Polit & Beck, 2008) sits with the researcher, as detailed in the DH research 
governance framework (DH, 2005 sections 3.5.1 and 3.6.3).  
 
It was recognised that inpatients were in a more vulnerable position than the 
general population and may have found some discussions upsetting. I 
therefore carefully observed each patient during the interview process to 
ensure their wellbeing and was prepared to discontinue if further interaction 
would have led to distress (DH, 2005 section 3.5.1).  
 
For ongoing support, patients were provided with information on the 
organisation’s patient advocacy and liaison (PALs) procedures.  Telephone 
numbers were provided, where appropriate, for professional support and 
follow up services. I ensured that no participant was anxious or worried at the 
end of an interview by employing a short debriefing process once the 
interview was complete and the audio recording was switched off. 
 
I explained to participants that any information received in the course of the 
research that could potentially cause harm could create a conflict of interest 
for myself. The consideration of beneficence was therefore addressed, 
wherein the risk-benefit was to be assessed by myself and the supervision 
team. Protocol was developed and made available to the participants that 
ensured I was obliged to report any information or action from the interview 
68 
 
that might lead to potential harm to the participant or others (DH, 2005 
section 3.5.1).  This would have been the only situation in which 
confidentiality might have necessarily been breached, with the information 
required to be reported first to my research supervisors. 
 
4.2.6 Introduction for the clinical staff 
I visited the clinical areas that supported the research activity between three 
and six days prior to undertaking each of the patient interviews. I informed 
staff about the aims and objectives of the research, as a result of which staff 
were able to identify me and conduct their work activity without concern. A 
letter of introduction was made available for the patients, carers, visitors and 
staff that outlined the proposed research (appendix 5.1). This early visit also 
provided contextual information for the research around clinical speciality, 
size and location of the area and familiarisation with the surroundings.  
The initial visit to inpatient areas generally prompted the nurse in charge to 
identify suitable patients willing to take part, which allowed them time to 
make a decision, and to whom I gave information leaflets (appendix 5.2) 
before I left. The three to six day ‘thinking time’ period had implications, with 
some patients either discharged home or transferred to another clinical area. 
I did not follow up those patients, as approval was only applicable to the 
clinical areas identified by the hosting organisation. 
This approach was employed for all clinical areas and continued for all ten 
inpatient interviews. The remaining ten participants, plus the three who 
participated in the feedback session, were interviewed within the OPD 
setting, for which the ‘thinking time’ period was reduced. Staff assisted in 
identifying potential participants, who were approached before, and asked to 
interview after, their appointment. This allowed for a short period of time in 
which they considered the request. The assistance of staff in the selection of 
suitable participants may be criticised as having the potential to skew the 
data and, although this was recognised as a possibility, initial purposeful and 
theoretical sampling helped to mitigate this risk.  
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4.2.7 Exclusion criteria 
The exclusion criteria applied to all areas and were as follows: 
 Patients under 18 years of age (participation of minors was not 
deemed appropriate for this doctoral study). 
 Patients who did not have capacity (to comply with Mental Capacity 
Act, 2005). 
 Patients admitted to accident and emergency (so as not to potentially 
interrupt patient treatment in an emergency situation). 
 Patients admitted to medical or surgical emergency assessment areas 
(as above). 
 
4.2.8 Delays to the ethical approval process. 
The initially proposed data collection was planned to commence during 
October 2014 but was delayed by NHS R&D requirements. Once these 
requirements were met, data collection commenced in November 2014.  
4.3 Phase 2 Conducting field work and data collection 
4.3 Recruitment 
4.3.1 Purposive and theoretical sampling strategy 
Participant sampling for GT in this study was initially purposeful but then 
moved to theoretical sampling as categories and theories emerged and 
developed, in line with McCann and Clarke (2003b).  
Charmaz (2014) strikes a note of caution that this may result in early closure 
of the data. She suggests supporting theoretical sampling with memo writing 
and employing a sufficiently systematic process to identify gaps in the data 
and develop meaning for categories. This process, of theoretical sampling 
combined with memo writing, was therefore employed to ensure a sound, 
congruent methodological approach to GTM (Corbin and Strauss, 2008). The 
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demographic details of the patients who were interviewed is illustrated in 
appendix 6 and also in chapter 5 section 5.1. 
Purposive sampling 
The initial stage of participant recruitment was conducted in the OPD where, 
over the course of each day, I interviewed between two and three 
participants. In an ideal situation, each interview would have been 
transcribed and analysed but this was not possible due to time and access 
limitations. Where possible, I had a break between each interview, during 
which I could reflect on what had gone before and make additional notes and 
memos to add to the subsequent interview. Recruitment for this initial phase 
followed the original inclusion criteria. As these participants were part of the 
patient community, they were able to provide insight into the research 
question.  
Theoretical sampling 
Theoretical sampling is a fundamental principle of GTM and was employed 
to add to the rigour and quality of the research. Charmaz (2014) posits that 
theoretical sampling is an approach in which emerging categories, that look 
promising but lack depth, can be added to through sampling and 
development of properties within the categories until no new properties 
emerge. Charmaz (2014) adds a note of caution that theoretical sampling is 
sometimes poorly evidenced and also misinterpreted as initial sampling. The 
difference between initial and theoretical sampling is illustrated in appendices 
7a (initial sampling strategy) and 7b (theoretical sampling strategy).  
4.3.2 Face to face patient interviews  
Charmaz (2014) suggests that intensive interviewing, whilst needing to be 
culturally appropriate, is suitable for GTM data collection as the researcher is 
using the research method for construction of the data and analytical control.  
Intensive interviewing is a process Charmaz (2006; 2014) uses throughout 
her work, whereby open-ended questions from the researcher seek to elicit 
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in-depth responses from the participants about their experiences, 
perspectives and meanings.  
A general semi-structured interview guide provided an element of support for 
the initial interview process, with subsequent interviews utilising the 
theoretical sampling approach (Charmaz, 2014); a process that continued 
until data saturation was reached. Charmaz (2014) suggests that data 
saturation needs to be congruent with the researcher’s epistemological 
position and the analytical level aspired to. She proposes that if there are too 
few interviews, the emergent categories may not reach data or theoretical 
saturation. This will potentially result in the study lacking the ability for further 
exploration and depth. She conversely posits that substantial amounts of 
data are, of themselves, not necessarily sufficient to ensure quality. I was 
therefore mindful to apply Charmaz’s (2014) guiding principles of intensive 
interviewing within the semi-structured interview guide to ensure that data 
collected was congruent with a constructivist perspective of co-construction 
and with quality issues detailed in the earlier section.    
The initial semi-structured interview guide was drawn up as required for 
IRAS and NHS ethical approval (appendix 5.5).  I was careful to point out 
during the ethical approval process that these questions were only a guide 
and that, through an iterative process, they would evolve and develop as the 
research process developed. Following two pilot interviews, (not included in 
the data analysis) a revised interview guide was drawn up (appendix 5.6) 
addressing issues that arose during the pilot. This was further developed and 
refined as interviews progressed, as illustrated in appendix 5.7. The guide 
supported me in working through particular areas of each interview (Seale, 
2004), allowing me to take some control (Kvale, 1996; Charmaz, 2006) and 
direction but also allowing participants to tell their story and thus open up 
their subjective world (Charmaz, 2014). I took Charmaz’s (2014) approach, 
with the design of a number of open ended questions that were congruent 
with the research question and the potential experience of the participant. 
Reflexivity and memoing was used throughout for transparency. 
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The interview is a well-documented method for data collection, with claims 
that it is the most commonly used data collection tool in qualitative research 
and often used in preference to other data collection methods (Silverman, 
2000). The dominance of the interview within society has led to criticism of its 
use within qualitative research. Silverman (1993) viewed the interview as 
being ubiquitous in everyday life and coined the phrase ‘interview society’ to 
describe the phenomenon. The phenomenon is evidenced by the use of 
interviews in the mass media (Atkinson and Silverman, 1997; Silverman 
1993), with some also claiming that social researchers may endow the 
interview with more than it is able to reach (Sandelowski, 2002). In addition, 
there may be an assumption that the interview is relatively straight forward 
as an approach (Kvale, 1996; Fontana and Frey, 2005), as the rules and 
roles for the interviewer and interviewee are recognised within everyday life. 
The semi-structured interview, however, allows for a more flexible approach 
in which the interviewer can refer to a framework of questions that are more 
responsive to the individual answers than a structured interview (Bryman, 
2012). Morse (2001) concurs, proposing that data generated from semi-
structured interviews are superior, in terms of the story generated, to other 
forms of data collection, which only provide a small snapshot of the story.  
Interviewing within the social sciences lacks any prescribed, standardised 
approach. Given the familiarity of the interview in everyday life, the early 
stage researcher may assume simplicity and thus underestimate the task 
ahead (Kvale, 1996). I was therefore mindful of such assumptions and 
employed the method of face-to-face, semi-structured intensive interviewing 
to ensure that the approach was congruent with GTM and my 
epistemological perspective, as described earlier. 
There is, however, a view that semi structured interviews may force the data 
(Glaser and Strauss, 1967) - an issue with GTM that has been present since 
its early beginnings. Morse (2001) stated that the semi-structured interview is 
an aid for an early career researcher and is a very different approach to 
employing strict schedules and guides. I was therefore aware early on that 
data forcing posed a real threat to the quality and rigour of the study. How I 
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managed this is illustrated in appendices 3.1-3.4, 5.5-5.7 ,9,11,13 through a 
reflexive approach.  
Recording the interviews provided me with an opportunity to take notes, in 
which expressions, eye contact, body language and artefacts present in the 
interview space were recorded (appendix 8). Described by Sandelowski 
(2002) as more than recording the interview, this wholeness of approach that 
the interviewer invests within the interaction allows for greater understanding 
of the participants’ lived experiences. This, in turn, supports the analytical 
approach of SA (Clarke, 2005) through mapping out these observations 
within the situatedness of participants’ responses. 
Audio recording each interview ensured a full and accurate record of the 
dialogue. Glaser (1998) refused a recorder (tape) during interviews, claiming 
that recording denies the researcher the developing skill in note taking. 
Morse (2001) criticised this approach, pointing to difficulty in using the 
patients’ voice through direct quotes, with Schreiber (2001) reporting note 
taking as a distraction leading to valuable narrative from the respondents 
being missed.  This critique resonated with me and I therefore employed the 
voice recorder to ‘do the work’ whilst I took notes during the interview that 
added to the situatedness and subtleties. I felt this best suited the interview 
style and allowed greater freedom within a more holistic approach to the 
interview interaction. 
Fontana and Frey (2005) suggest that the written and spoken word are open 
to interpretation and misrepresentation by the researcher and the participant, 
even when using the most carefully planned and worded questions. To 
ensure any misrepresentation was reduced to a minimum, two pilot 
interviews were conducted using an initial interview guide that was informed 
by a combination of the research question, reflection on my researcher 
position and an initial literature search.  
The interviews were transcribed separately, with silences, delays and subtle 
nuances noted within the transcripts. The subtleties of transcription are often 
neglected or overlooked but Ochs (1979) claims they are central to 
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generating theory. This approach was therefore employed for all interviews, 
during the course of which I critically evaluated my interview style, listening 
and observational skills, presentation of questions and the use of silence, to 
ascertain if there were points for improvement in the quality of each 
subsequent interview (appendix 9). Although adopting this approach of 
transcribing and reviewing each interview was time consuming, as noted by 
Glaser (1998), listening back ensured both familiarisation with, and 
immediate immersion in, the data.  
Given the growing acceptance that it is unrealistic to achieve neutrality in 
interviews, researchers are increasingly concerned with co-construction 
between researcher and participant in the interview itself (Finlay, 2002).  I 
therefore continued to review and reflect upon interview techniques to seek 
continual improvement in my role of interviewer and to work more reflexively 
as the interviews progressed. Evidence of this reflexivity can be seen in 
appendix 9. The use of continual reflexivity throughout my data collection 
and subsequent analysis is covered in depth in section 4.7 of this chapter. It 
helped to evidence my position within the study and the part that I played in 
all aspects of the research process.   
As a Registered Nurse, I recognised that I had a “position” within the 
research process. With limited experience as a patient, I adopted an 
“outsider” stance in the research process with respect to any “inside” 
knowledge of the patient perspective. Some participants, however, also 
worked within the healthcare professions, so for them I could be seen as an 
“insider”, as Bonner and Tolhurst (2002) state that many researchers will be 
“insiders” (part of the social group they are investigating). Allen (2004) states 
that the “insider/outsider” position will shift and change throughout the 
research process, with Ganga and Scott (2006) describing how changes in 
the wider society will also affect researcher positionality. Fontana and Frey 
(2005) concur and suggest that interviewing techniques are not without 
influence from the wider cultural context, and as cultures change and 
develop so do the interviews. Sandelowski (2002) describes the ideal 
interview as a “conversation between equals” and that there needs to be 
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consideration for where power shifts take place between researcher and 
participant, with a consequent impact on the narration and subsequent 
analysis. It is therefore important to remain sensitive and flexible with the 
interview process and to build in reflexivity (Alvesson and Sköldberg, 2009). 
The location of each interview was as follows:  
Each time within OPD, I was allocated a room in which to hold the interviews. 
The rooms were part of the consulting suite and thus provided a confidential 
space that was free from interruption.  
Within the inpatient area, I interviewed all participants at their bedside, their 
beds being located either in open six bedded bays or in single side rooms. 
Layout of the six bedded bays is detailed in appendix 10 
There are clearly difficulties with the inpatient interviews being conducted in 
the open bays and a number of reflective points in appendix 11 allude to 
these difficulties.   
4.3.3 Feedback session 
On return to OPD in order to conduct the patient feedback session, the 
Sister/Charge Nurse assisted in identifying potential participants. The initial 
approach for this feedback session was adapted as there were issues 
associated with recruitment of participants and their subsequent return to 
OPD. This initial plan and the subsequent alteration is included in appendix 
12a, alongside a piece of reflective writing that explores the potential issues 
around the need for a different approach. 
The patient feedback sessions aimed to see if the findings from the patient 
interviews resonated with past patients’ experiences. Thus, a number of 
‘interviews’ with participants from the OPD setting were to be conducted, with 
the aim of employing a discursive, explanatory approach in bringing findings, 
quotes and themes to individual participants. The individual one to one 
approach was necessary as constructing a group was not practicable. The 
limitations of this approach were noted by Seale (2004), who described the 
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particular importance of interviewing within focus groups to elicit a more 
interactive and dynamic platform for data collection than can be achieved 
with one to one interviews. He also described some of the skills the 
researcher should employ to ensure participants can voice their views freely 
without dominance, providing space for difference whilst at the same time 
focussing on the aims and objectives of the researcher.    
Acknowledging the principles of focus group interviewing, I therefore adapted 
my one to one interview style towards a more discursive, focussed, attentive 
approach where I was looking for agreement, additional thoughts and 
perspectives but also for areas where the participant refuted what I had 
suggested. I used quotes from the previous participant interviews that had 
been coded and themed to discuss findings with participants. An example of 
one of the themed and coded quotes is provided in appendix 13. 
The audio recordings were then transcribed and I read through them a 
number of times to identify aspects to add to the analytical process of data 
coding.  
4.3.4 Observation. 
Charmaz (2006, 2014) pointed to the potential for supplementary data 
collection through observation and surveys, which are complementary to the 
interview process within a Grounded Theory approach. Glaser (1998, 2002) 
proposed that ‘all is data’, in as much as the research design should not 
exclude these approaches for fear of limiting the data and thus the theory.  
Direct observation was not planned as a data gathering opportunity, 
however, contextual information from observation was included in this study. 
Sandelowski (2002) sounded a note of caution with respect to the qualitative 
researcher who considers the interview as representing the totality of facts, 
instead urging researchers to take account of the material world, employing a 
comprehensive observation of the body with the body. Researchers were 
urged to engage with the body and all its senses to achieve this, the result of 
which would be “full-bodied” qualitative research (Sandelowski, 2002), and I 
was thus mindful of using observation techniques throughout the interview. 
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Complementary to Clarke’s (2005) work on situatedness, I employed all 
senses during the interviews to ensure maximum benefit for the construction 
of the context and situation of the data gathered. Appendix 9 illustrates the 
notes that I made, and added to, during a particular interview. 
4.3.5 Memo writing. 
I employed a number of strategies, all congruent with a CGT methodology, 
that support the principles of openness and transparency. Journaling played 
a large part throughout my research, in which Woolgar and Ashmore’s 
(1988) dialogical “second voice” approach (as described later on page 93) 
was utilised via hand written notes. For data outputs where I lacked depth of 
understanding, reading around the subject helped to ensure my critical 
questioning of the situation. Memoing during data collection and analysis 
formed an additional written record of the decisions made. In addition, 
supervision meetings helped to develop my critical voice, which then 
informed the dialectical journaling.  
In their original work, Glaser and Strauss (1967) described memoing as a 
useful process that can be employed during data collection through the 
taking of field notes, which add to the data gathered from participants’ 
responses.  Memoing can also be used to provide narrative related to data 
coding, whereby coding memos help to track, and provide rationale for, the 
coding decision/s. It is suggested that codes have the memo attached in 
order that, when the process of writing theory starts, context and rationale is 
achieved via the memos, which in turn supports the emergent major themes 
of the theory being generated (Charmaz, 2014) 
The process of memoing, and its development over time, is evident in both 
Glaserian and Straussian work, with contemporary contributions (Clarke, 
2005; Lempert, 2007 p245-264; Birks and Mills, 2011; Charmaz, 2014) 
reinforcing the necessity of memoing. Glaser (1978; 1992; 1998) reiterated 
the importance of memoing for the coding stage of the research process and 
was critical of situations where this was lacking, arguing that the researcher 
would then be writing mere conceptual description. Glaser (1998) cautioned, 
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however, that memoing is difficult, as the researcher needs to be free to 
capture their own thoughts and conceptualize ideas. Lempert (2007, p245-
264) suggested that, whilst memoing itself is a simple activity, the thinking 
behind the process requires skill and practice, which can be a challenge for 
the novice researcher. Strauss and Corbin (1998) continued to emphasise 
the necessity of memoing and produced a detailed account of the different 
types of memos within their later work (Corbin and Strauss, 2008).  
Lempert (2007) described how she memoed and referred to the literature 
whilst undertaking analysis, but with an awareness of the potential of forcing 
data into pre-existing categories. She described this process as adding to the 
questions she needed to ask herself about the data, opening up and 
sensitizing herself to others’ work and theories. This mirrors the approach 
used in this doctoral study when considering the first stage literature review 
and the broad reading around the subject, although I was mindful not to bring 
about early closure by forcing data into preformed ideas (Glaser and Strauss, 
1967). By adapting Clarke’s (2005) cartographic approach to data analysis; 
memoing alongside other forms of reflexivity, including discussions and 
debates with fellow doctoral students, supervision, conference attendance 
and presentations, I felt that I had built into a reflexive stance into the 
research activity (appendix 3). Reflexivity is addressed in section 4.7 of this 
chapter, but has been used alongside memoing to provide for deeper 
questioning of my positionality, response and development. 
4.3.6 The spoken word 
Data gathered within this GTM study consisted primarily of spoken words 
exchanged between myself as researcher and the participants. I also used 
written recording of the nonverbal signals, as interpreted by myself, and my 
written observations of the social world being studied. Language was clearly 
central to this research process (Milliken and Schreiber, 2012) and therefore 
the language selected ultimately shaped the research. Charmaz (2014) 
stated that alongside language, the emotions of both participants and 
researcher will affect the research relationship. I attended to these concerns 
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through a reflexive approach, which is detailed at both a theoretical and 
practical level in section 4.7 of this chapter.   
Diagram 6 illustrates how GT methodologists take into account perspectives 
other than those elicited from participants, such as researchers’ 
observations, sensitising concepts and material gleaned from literature and 
other sources such as the media. There is a back and forth process of 
exploration and analysis of these differing perspectives until the researcher 
obtains clarity. Milliken and Schreiber (2012) called the internal dialogue that 
occurs between all these elements ‘minded behaviour’.  
Diagram 6: Minded Behaviour adapted from Milliken and Schreiber (2012). 
 
 
 
Minded behaviour therefore underpinned the research process, providing a 
constant reminder of the need for openness and transparency (Seale, 2004).  
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4.4 Phase 3 Working with data. 
4.4.1 Data analysis 
Data analysis took place throughout the data gathering activities of the 
patient interviews; a process referred to as constant comparative analysis 
(Glaser and Strauss, 1967; Glaser, 1992; Corbin and Strauss, 2008). Data 
analysis is not without its challenges and the researcher needs to continue 
remaining open, reflective and reflexive during this stage (Alvesson and 
Sköldberg 2009; Charmaz, 2014). If not, there is a danger that codes and 
categories may be forced into preconceived ideas (Charmaz, 2014). 
Approaches that I utilised in this respect are referred to within this chapter 
under quality and rigour and within section 4.7 of this chapter. 
4.4.2 Constant comparison. 
This approach has the ultimate objective of developing familiarity with the 
data to support the theoretical properties of the categories generated (Glaser 
and Strauss, 1967). Charmaz (2006, 2014) described the various dimensions 
of constant comparison, whereby the researcher compares data from later 
interviews with data from earlier interviews, and data from within each 
individual interview. Corbin and Strauss (2008) concur and add that this 
approach has the potential to uncover different aspects of the area under 
study. Diagram 7 illustrates the sequential process undertaken for this 
doctoral study at a macro level, with micro level data analysis described in 
more detail within appendix 13. 
Constant comparison involves making comparisons at every stage and every 
level of data analysis (Charmaz, 2014).  It has remained a major foundation 
for GTM right through from the original work (Glaser and Strauss, 1967) to 
more contemporary methodologists (Charmaz, 2014). Glaser and Strauss 
(1967) advocated using constant comparison alongside theoretical sampling 
to support theory generation in a cyclical process, generating output that 
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remains close to the data and guides the researcher (Holton, 2007) towards 
emergent theory. As the categories emerge through constant comparison 
methods, the researcher can then see if the data continues to support 
emerging categories through further development of their properties and 
parameters. I adopted Charmaz’s (2014) and Holton’s (2007) approach to 
constant comparison, as detailed in Diagram 7. 
Diagram 7: showing stages and process of constant comparison. Adapted 
from Charmaz (2014) and Holton (2007) 
 
 
 
4.4.3 Construction of analytic codes 
Glaser and Strauss (1967, p105) described the coding process, for which the 
researcher codes incidents within the data “into as many categories of 
analysis as possible.” They went on to state that constant comparison of 
incidents for categorisation in turn generates theoretical properties of the 
categories. The descriptions of these categories can come from either the 
researcher’s words or words abstracted from the data. 
82 
 
Glaser (1978) applied the process of open coding, line by line analysis and 
memo writing to support the theoretical ideas that emerged; an activity that it 
is suggested has data verification, correction and saturation ‘built in’ if 
conducted appropriately (Glaser, 1978). He also stated that continued open 
coding in as many ways as possible, coupled with constant comparison, 
would lead to emergent categories and saturation. Strauss and Corbin 
(1990) also conducted open coding as their initial stage but incorporated the 
development of categories in terms of properties and dimensions at an 
earlier stage than for Glaser’s approach. Glaser (1978) was critical of 
categorisation at this earlier stage, suggesting that this may “force” the data. 
Walker and Myrick (2006) were concerned with the timing of categorisation 
and therefore concurred with Glaser (1978) in part, although they also 
recognised the value of applying dimensions during data analysis. Charmaz 
(2014) also suggested that line-by-line coding is a suitable approach when 
the researcher is looking at detailed observation that, in addition, will help the 
researcher see the familiar in new light.   
Data coding, as described by Charmaz (2014), is the link between data 
collection and generation of theory, which helps to shape and give structure 
to the analysis. The principles of GTM coding take the certainty of the 
participant’s narrative towards the analytic through an interpretive approach 
(Charmaz, 2014). 
Adopting a constructivist grounded theory approach (Charmaz, 2014) to 
coding and analysis, I worked through the three phases of initial and 
focussed coding suggested by Charmaz (2014). I then brought the data back 
together in the development of links and relationships, a process she 
described as being different from axial coding. Axial coding, as described by 
Corbin and Strauss (2008), works alongside open coding, rather than as a 
separate activity. It is a coding stance that incorporates conditions and 
context (Strauss and Corbin, 1990) and therefore supports the researcher in 
moving through the data and relating concepts to each other, thus making 
connections. Strauss and Corbin (1990) asserted that this approach helps 
the researcher think systematically in dealing with complexity. Charmaz’s 
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(2014) approach was a little different, as she suggested that axial coding is 
“procedural” (Charmaz, 2014, p148) and may therefore “impose” a 
framework that inhibits or enhances the researcher’s view and 
understandings. She herself adopted a more emergent process, one that 
resonated with my grounded theory approach. Evidence of coding and 
analysis for this doctoral study is contained within appendix 13. 
4.4.4 Initial coding. 
I transcribed and read through each interview, a process that helped to bring 
me closer to the data and to ensure accuracy (Easton et al, 2000) of the 
transcriptions. I explored the use of data software for management of large 
volumes of data, for example NVIVO, however, I felt that this would bring 
distance between me and the participants’ voices that I felt I needed to hold 
onto at every level. Saldaña (2013) recognised that manipulating a software 
package during coding for the early career researcher can be daunting and 
may divert the researcher’s efforts into software management rather than 
data coding and analysis. I therefore decided upon a manual process where, 
with the use of excel, I could exercise a degree of management when 
memoing my first impressions and determining what the initial codes may be. 
This process was undertaken for each interview separately, with 
acknowledgement that subsequent interview coding could have been 
influenced by codes that went before, although employment of constant 
comparison helped to mitigate this risk.  Charmaz’s (2014) principles of 
coding proved to be a solid foundation as I moved through the coding and 
analytical process summarised below on page 84: 
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Box 1: Principles of coding, Charmaz (2014 p120). 
 
 
 
 
 
Coding was initially achieved through chunking large pieces of narrative, 
something that Saldaña (2013) called “lumper” coding. He described the 
difference between “lumping” and “splitting”, wherein the latter generates 
large amounts of data and codes. Although each approach has advantages 
and disadvantages, utilising the pragmatic approach of manipulating more 
manageable pieces of data and subsequent codes I lumped all data as a first 
stage process (see appendix 13 screen shot 4). 
Charmaz (2006) adds a note of caution if not undertaking line by line 
analysis, suggesting this may result in researcher preconceptions shaping 
the analytical process. I therefore re-examined the data responses on a line 
by line basis, recoding as I went. Charmaz (2014) stated that the researcher 
at this stage needs to ask questions and formulate meanings and suggested 
an approach, summarised in box 2 (page 85), that helps researchers identify 
actions and process within the data: 
 
 
 
 
 Remain open 
 Stay close to the data 
 Keep codes short, simple and precise 
 Preserve actions 
 Compare data with data 
 Move quickly through the data 
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Box 2: Questions I asked of the actions identified in the data, adapted from 
Charmaz (2014 p 127). 
 
 
 
 
 
 
Gerunds 
Charmaz (2014) described the presence of numerous gerunds in the 
transcription as evidence of an in-depth interview. Each transcript was 
therefore mined for gerunds, firstly in an attempt to identify the depth of each 
interview and secondly to provide an understanding of the actions that 
participants were experiencing. Where an interview was rich with gerunds, I 
compared it with ones that had less in order to identify how I could have 
approached the interview differently. Reflective writing and memoing 
assisted in developing an improved interview technique. 
In vivo codes. 
Charmaz (2014) described the use of in vivo codes for 3 purposes: 
1. General terms that “everyone” knows (the extra mile; heart of gold), 
2. An innovative term that captures meaning or experience (they know 
what they are doing),  
3. Insider shorthand specific to a group that reflects their perspective 
(“don’t be scared to………”; “Oh don’t worry about it….”). 
She goes on to say that in vivo codes help to preserve the participant’s 
responses but only if they are treated appropriately in the coding process. 
 What process is at issue here? How can I 
define it? 
 How does this process develop? 
 How does the participant act whilst in this 
process? 
 What does the participant say about feelings 
and thoughts through this process? What 
does the behaviour indicate? 
 What are the consequences? 
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They will otherwise be lost or else not become grounded within the data. 
Mindful of this point, I made certain that the in vivo codes were ‘kept alive’ 
throughout the coding process: revisiting them through the constant 
comparative process also supported this. 
Coding individual incidents helped me to see patterns and differences within 
participants’ experiences and perceptions. By comparing incidents together, 
ideas emerged that were then compared to earlier incidents, helping to 
identify properties of the emerging codes. Charmaz (2014) suggested that 
through comparison of dissimilar incidents, a greater degree of insightfulness 
may develop. This approach proved useful at points during coding and 
analysis where I was “stuck”, struggling for the insight or the ability to see the 
significance of these incidents. 
4.4.5 Focused coding 
Focussed coding was employed as the second stage of analysis, from which 
frequent or important initial codes emerged that were viewed as more 
significant. These codes developed a conceptual dimension greater than 
initial codes. Charmaz (2014) noted that the movement from initial towards 
focussed coding requires more than mere selection. She described how she 
used these conceptual codes to revisit earlier initial coding for significance 
and frequency and to “sift” through large amounts of data in order to assess 
for adequacy of these codes. My use of this technique was not linear: I used 
it to go back to earlier topics throughout the coding process whenever I 
needed to reassess codes in a new light, unpick and check any 
preconceptions or for codes that I had missed. This approach, which also 
helped to condense the data for greater manageability, is evidenced in the 
memos that run alongside the analysis see appendix 13 for examples.    
Progression from initial to focussed coding was facilitated by transferring the 
codes onto individual cards. This further analytical process assisted with 
collation and making sense of the outputs whilst also stimulating and 
challenging the generation of thought (Graue and Walsh, 1998). I was aware 
of the potential for transcription error when using ‘incompatible’ systems; to 
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address this, initial codes were checked and rechecked for representation in 
the card system, ensuring none were missed or overlooked. 
4.4.6 Theoretical sensitivity and theoretical coding 
Other divergences in GTM concern the term ‘theoretical sensitivity’. This 
term, as described by Glaser and Strauss (1967), is a two-part concept. It 
relates firstly to the level of insight the researcher has around the area of 
study and secondly to what the researcher knows in theoretical terms and 
how that knowledge is used in the research process. Therein lies the 
dilemma the researcher may have, as at one and the same time they need to 
be close to the research process whilst also needing to consider the data 
from a distance and in conjunction with theoretical knowledge.  Glaser (1978) 
promoted a less well-defined concept of theoretical sensitivity, with the 
researcher immersed in the data, letting the data “speak” and only using 
neutral questions alongside constant comparison of the data. Strauss and 
Corbin (2008) were more directional about the relationship the researcher, 
with their own prior knowledge and understanding, has to the data and how 
that relationship is used to immerse oneself within the data to best present 
the views articulated by the participants. They employ a number of 
techniques for data analysis, all of which they claim increase theoretical 
sensitivity. These include flip flop and waving the red flag, questioning and 
analysis of words and phrases. I have adopted many of these techniques to 
aid theoretical sensitivity. 
Charmaz (2014) and Glaser’s (1978) position on prior knowledge is from 
differing perspectives. Charmaz (2014) noted that the researcher’s prior 
knowledge may have some influence on theoretical codes, while Glaser 
(1978) posited that the researcher needs to know many theoretical codes to 
aid initial coding through to how they are related and theory generation. This 
difference became apparent to me through the initial coding process, as I 
recognised there were some theoretical areas about which I was less 
knowledgeable and those that I had the potential to close early. As I read 
more widely to address some of these gaps and concerns, I continued to 
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memo and add to reflexivity to ensure coding was not forced or 
preconceived, critically reviewing the emergent codes.  
4.4.7 Data saturation and data sufficiency 
Data saturation, which relates to the stage where nothing new is heard 
(Stern, 2007) from the data, is a critical consideration within GTM for 
establishing the quality of the research. Charmaz (2014) talked about the 
significance of research objectives, whereby a modest study may reach 
saturation rather more quickly than one that is more ambitious. At a practical 
level it is therefore difficult to say how many interviews will reach saturation 
for a given research situation. It was with this in mind that I gained ethical 
approval for up to thirty participant interviews and a further thirty participants 
for the feedback sessions. This number was established through a 
combination of the literature (Charmaz, 2014; Stern, 2007) and advice from 
other grounded theorists who were aware of this doctoral study’s purpose. 
Charmaz (2014) also posited that there is a difference between data 
saturation, wherein the researcher hears nothing new from participants, and 
theoretical saturation of the emergent categories. The former may appear 
early on if the researcher is working within a repetitive process of data 
collection, whereas the latter is dependent on the analysis stage of constant 
comparison (Holton, 2007).  
4.5 Quality and rigour Issues. 
Within the quantitative research tradition, the quality and rigour of research 
output is often measured in terms of validity and reliability. Given the diverse 
ontological and epistemological underpinnings of qualitative research, the 
use of validity and reliability to determine quality and rigour is not necessarily 
suitable (Seale, 2004). There is much debate about quality issues from the 
qualitative perspective, therefore it is necessary for the researcher to 
evidence the quality of the work through numerous approaches that need to 
be congruent with the research paradigm (Seale, 2004). Corbin and Strauss 
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(2008) state that each qualitative methodological approach should have its 
own judgement criteria for quality.  
Koelsch (2013) posed the question as to how the researcher evidences 
quality.  Seale (2004) listed various ways in which a researcher can evidence 
quality. I will discuss the rationale for the evidence I have provided for this 
doctoral study in the following section: 
4.5.1 Member checking  
The term member checking, or ‘member validation’ (Seale, 2004), refers to a 
variety of different approaches that claim to determine credibility of data and 
findings. These methods include: establishing validity and accuracy of the 
transcription, in which transcripts are returned to each participant for 
checking, and adequacy of analysis, wherein the final report is evaluated by 
the participants (Bloor, 1997; Seale, 1999).  
Seale (1999) suggested that the motivation for a researcher to undertake 
member checking is to ensure they have captured a persuasive account of 
the respondent’s perspectives.  Lincoln & Guba (1985) described member 
checking as the most important aspect to establish credibility for the 
qualitative researcher. Forbat and Henderson (2005), however, were critical 
of member checking as a means of ensuring transcription accuracy as 
participants, often inexperienced in reading the spoken word transcribed 
verbatim, may feel overwhelmed by the number of hesitancies, silences and 
grammatical inaccuracies in their speech. The researcher would therefore 
have to decide how to incorporate the participants’ feedback having 
undertaken member validation. Some have argued that participants, by 
amending or clarifying their responses from the initial transcription, add to 
their individual voice (Grundy et al, 2003).  
Through the constructivist perspective, there is recognition and 
understanding that the co-creation of data and subsequent analysis is 
inherent in the process (Charmaz, 2006). I acknowledge this co-construction 
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and, as such, recognise that the resulting theory is derived from an 
interpretation of what the participant is saying.  
The practical challenges of this doctoral study meant it was not possible to 
return participants’ transcriptions of their interviews or to present to them the 
finished thesis. More importantly, I viewed this approach as incongruent with 
the epistemic perspective of constructivism in which each voice, each view 
and each perspective is to be considered (Forbat and Henderson, 2005), 
along with the context or situatedness (Clarke 2005) of that captured 
moment.  
A different form of member checking was used in this research, utilising 
feedback sessions with new participants in which I presented emerging 
themes and findings to be critiqued, confirmed, refuted and added to (see 
appendix 12b for sample questions and quotes from feedback sessions). The 
output from these sessions helped to identify if further themes had emerged 
and whether additional interviews were necessary to achieve data saturation. 
In support of this approach, Charmaz (2014) acknowledged the usefulness of 
member checking and she also described how researchers may adapt this 
principle to suit the research.   
4.5.2 Search for negative instances  
Clarke (2005) cautioned against oversimplification and searching for 
commonalities in isolation, and instead suggests a focus on difference, 
contradictions and ‘messiness’ of the area under study. She achieved this by 
adopting a rigorous and consistent approach to data capture and analysis, 
recording and memoing the resulting complexities through cartography and 
making links and connections. Using this approach has helped me to look at 
these complexities in new ways and not to dismiss outliers or negative cases 
that may have otherwise received little or no analytical treatment.  
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4.5.3 Produce well-grounded theory  
The use of methodological notes (MN) (Corbin and Strauss, 2008), a process 
known as ‘auditing’ (Seale, 2004), illustrated the decisions made within the 
coding process and contributed to reflexivity. By attending to the theoretical 
understandings articulated within this section and their practical application 
within the methods section, I hope to have achieved well-grounded theory. 
Applicability in qualitative research can be achieved by ‘thick’, detailed 
description of the setting, with which the reader can ‘apply’ the research 
setting to their own situation (Lincoln and Guba, 1985), gaining 
understanding of the context and settings of the inquiry whereby future 
corroboration may be possible. Carlson (2010), by way of contrast, described 
qualitative research inquiry as being unique, with replication across different 
settings therefore not a concern.  Whichever position is taken, rich and thick 
description will ensure the reader makes some form of connection with the 
findings and is able to judge transferability to their own situation. 
4.6 Reflexive approach 
This section will explore reflexivity from my perspective as an early career 
researcher and how Clarke’s (2005) work on SA supported me in developing 
a heuristic device for reflexivity during the entire research journey. Woolgar 
and Ashmore (1988) noted that reflexivity within social science, despite being 
seen as problematic, was recognised as necessary, although little attention 
was paid to its application. They described their use of a dialogic approach, 
whereby the researcher engages in a dialogic ‘second-voice’ position that 
challenges assumptions and, if written down, assists the researcher in 
providing evidence of their reflexivity. There is an assumption however that 
the researcher is knowledgeable about the ‘second-voice’ position and the 
subject under dialogic debate. I addressed this through supervision 
meetings, presentations at conferences and networking across the research 
community (appendix 14). This enabled a dialogue between opposing 
positions and shifting perspectives to be maintained throughout this study. 
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Bolam et al (2003) cautioned that qualitative researchers need to move away 
from prescriptive methods in reflexive activity. They suggested a need to be 
creative in the development of tools that support the reflexivity process and 
are responsive to the research paradigm. Exploration of the multiple 
iterations of GT as a methodology brought me to Clarke’s (2005) work on 
SA, not only as a methodological adjunct to Charmaz’s (2006; 2014) 
approach but also as a heuristic device for reflexivity.  
Clarke (2005) suggested researchers avoid using SA prescriptively but 
instead adapt it for their own unique area of study, which is in line with Bolam 
et al’s (2003) support for reflexive creativity. Clarke’s (2005) use of maps and 
mapping prompted me to think more creatively as to how to capture thoughts 
and preconceptions as I moved through my study. 
4.6.1 Maps and Mapping 
The map is an ancient method of representing and communicating large 
amounts of information (Dodge et al, 2011). The continuous process of 
mapping is assisted through technological advances, in which the moment is 
captured but can develop and change as the situation unfolds (Ingold, 2000). 
Clarke (2005) described the employment of maps and the process of 
mapping as providing the capacity to capture complexities in a more dynamic 
way than the written word. Continual mapping was both reassuring and 
empowering for me a researcher. I was able to see my decision trajectory, 
which supported the notion of personal and academic development and 
advancement and in turn informed my research output. 
The application of mapping provided me with an audit trail of decisions and 
developments at various stages. Clarke’s (2005) work on ‘situation’ and 
‘social worlds’ brought me towards a position of greater criticality in terms of 
questioning and challenging my own preconceptions. This criticality helped in 
sensitising me when opening up the situation and social worlds at a macro, 
meso and micro level. In line with a CGTM (Charmaz, 2006, 2014), this 
approach brings the researcher’s preconceptions to the fore, including what 
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is taken for granted by the researcher in terms of themselves, the area of 
research and the wider context.  
The application of SA in the research process was used to support and 
evidence the following: 
 managing positionality  
 the literature review  
 preparation to enter the field. 
This approach had the ultimate aim to ensure the research addressed issues 
around quality and rigour and to do justice to the multiple perspectives from 
the research participants’ complex worlds. Evidence for managing 
positionality, the literature review and preparing to enter the field is provided 
within appendix 3. 
 
4.6.2 Managing positionality  
Based on my initial position, I developed a mind map to bring my thoughts, 
beliefs and understandings from my previous clinical experience and early 
researcher activity to the fore. The map was annotated with journaling notes 
to add to the awareness of self. In order to evidence my positionality, and to 
bring a degree of reflexivity to the process, I engaged a dialectical “second 
voice” approach, as articulated by Woolgar and Ashmore (1988), that 
assisted in challenging beliefs and views held. I was aware that this activity 
was about identifying the position I began the research process from, to bring 
about challenges to those long held beliefs that may have reduced or limited 
the research activity. 
This map was then analysed in order to make sense of where these thoughts 
were placed in terms of Clarke’s (2005) suggested elements at a macro, 
meso and micro level. More detailed self-analysis followed, in which links 
and relationships between these elements were explored as I progressed 
and gathered more information. A level of tension had started to emerge 
between what I had begun to research and understand, and what ‘was 
known’ from my past clinical experience. By bringing these tensions to the 
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fore I, started to see what would shape and continue to shape the direction of 
the research activity. The activity of mapping out this process of ‘opening’ up, 
which continued throughout the research, brought greater clarity and 
challenge. It uncovered areas where there was a need to seek out further 
understandings and addressed transparency through the ongoing process of 
mapping. 
The employment of maps and mapping can help the researcher to identify 
whether they are an insider or outsider. Moore (2009) described the insider 
researcher as having a position within the social group being studied, with 
the outsider researcher not having such a position. There is, however, a 
recognition that this binary distinction is not always clear cut and that it may 
be more appropriate to see the researcher’s position in terms of their 
physical and psychological distance from the area of study (Ritchie et al, 
2009). Kirby (2007) embraced his unique prior knowledge and experience 
and used it to position himself as a “contextual researcher” with “experiential 
alertness”, whilst also noting caution that this should not obscure what is of 
significance in the data. This approach alludes to a researcher who is 
contextually aware and thus, through the interactions between researcher 
and participant, co-constructs a unique story. Through my own experiences 
in clinical practice, I was experientially alert and contextually aware, and this 
approach therefore resonated with me. It added to the richness and depth of 
the area of study, although I was always mindful of this obscuring the data 
analysis process. 
4.6.3 The literature review 
The analysis of social worlds is embedded within symbolic interactionism 
(Blumer, 1969). The researcher enters the area of research and attempts to 
make some sense of it through asking a number of questions, many of which 
are prompted by the initial contextual literature review (see appendix 3.1). 
The literature review demonstrated the confusing landscape for the HCA in 
terms of roles, responsibilities and job descriptions. It was therefore 
important to be clear about these differences across clinical areas in the 
95 
 
study and to ensure clarity about the overall roles and responsibilities and 
strategy for the HCA within the organisation. Job descriptions for individual 
areas also formed part of the context of the study and the introduction stage 
of the research sought to gain understanding and clarification of the various 
roles and responsibilities of the HCA. Examples of the pre data collection 
work and analysis conducted by myself for the consideration of the 
participants’ social worlds is evidenced in appendix 3.1-3.4.   
4.6.4 Preparation to enter the field 
Prior to data collection, I started with a messy/working cartographic 
representation that mapped out the contextual elements already understood 
from my known experiences within an acute clinical setting (appendix 3.2). 
This was in part to ensure that I opened up thoughts, beliefs and 
understandings prior to the data collection activity and to address these 
through a reflexive approach (appendix 3.3). Appendix 3.4 shows how this 
messy map then progressed to a map showing the relationships and links 
that I had identified post pilot interview. Reflexive activity was employed at 
each stage of the mapping process and assisted by presentations at national 
and international conferences (appendix 14), which enabled the maps and 
research ideas and views to be opened up to a wider audience. This 
situational map (appendix 3.4) continued to evolve and, once each stage 
was completed, the next stage established relationships and links between 
the elements. Each map was annotated both before data collection and 
following each participant researcher interaction. Mapping the preparation 
and activity of data collection and the associated challenges and 
opportunities supported the principles of theoretical sampling within 
grounded theory that were addressed in section 4.3 of this chapter titled 
recruitment.  
4.6.5 Summary 
This concludes the methodology chapter where I presented both the 
theoretical and practical applications of constructivist grounded theory for this 
study. Before proceeding to the next chapter it is timely to indicate this was 
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the point where I refocussed and evaluated the research aim, research 
question and research objectives. This iterative process is detailed in chapter 
7 section 7.2. 
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Chapter 5 Findings 
This chapter brings together the findings from the 20 individual participants 
interviewed between October 2014 and August 2015, and from the 3 
participants who took part in the feedback element of the data collection 
process during September 2015. 
The first part of this chapter provides information on the participant 
demographics and is then followed by an introduction to the core categories. 
The remainder of the chapter presents the findings from this research in 
each of the four core categories. 
5.1 Participant demographics 
Participants are referred to by: 
a. a pseudonym,  
b. the letters P (individual participant) or FS (feedback participant)  
c. a participant number, which refers to the order in which individual 
participants were interviewed or in which feedback session 
participants contributed to the discussion. 
Ten patients were interviewed in OPD plus a further three for the feedback 
session that was held within OPD; ten patients were interviewed within the 
ward inpatient area. There were eleven female (ten plus one for the 
feedback) and twelve male (ten plus two for the feedback session) patients 
interviewed. The average age for male participants was 60 years with an age 
range from 39 to 78.  The average age for female participants was 70.4 with 
an age range from 53 to 78. Length of stay for the inpatients ranged from two 
days to eight and a half months. 
Interviews varied in length from twenty-five minutes for Polly (P15) to fifty-five 
minutes for Jessie (P14). Polly’s (P15) interview was shorter than I had 
anticipated as she was tired and became reluctant to talk after a while. The 
other interviews lasted between forty and fifty-five minutes each. 
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Three patient feedback sessions were conducted within the OPD. For 
example, “Darren P1” was the first participant to be interviewed and “Don 
FS1” was the first participant to speak at the first feedback session. 
Don (FS1), a 58 years old male. 
Georgie (FS2), a 29 years old female. 
Johnny (FS3), a 69 years old male. 
Where participants refer to a member of staff by name these have been 
changed to a pseudonym to ensure confidentiality 
Further detail on each of the participants is disclosed within appendix 6. 
Each section of the findings chapter has additional data from the FS 
participants that confirms or adds another dimension to the findings. 
At this point it is worth noting that the age and length of stay of the 
participants was likely to influence their responses, how they gave meaning 
and interpreted their experiences. It was with this in mind that there was a 
broad age range and length of stay recruited to add breadth to the 
demographic. 
5.2 Introduction to core categories 
Each one of the participants is represented within this chapter to a greater or 
lesser degree. It is worth noting that many participant responses did not 
specifically refer to the healthcare assistant (HCA), often using “the nurse” as 
their reference point. Some responses were more specific, using terms such 
as “HCA”, “auxillary” or nurse.  Although the research question relates 
specifically to the patients’ understandings of the HCA, the participants’ 
interactions were not exclusively with the HCA. I have therefore included 
narrative and comments about all nursing roles, where appropriate, and 
where necessary indicated which role the participant is referring to. The 
participants sometimes referred to themselves or other as “patients”.  In 
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describing their narratives, I have chosen to refer to them as “participants”, 
although when observing some of the clinical interactions which took place I 
have also referred to them as “patients”. 
The findings will be presented within each core category, expectation, 
observation, meaningful connections and adaptation. As each core 
category is introduced the focussed codes that sit underneath will follow. I 
also illustrate the findings with some personal memos made through the 
coding and analysis stage. 
5.3 Core category 1: Expectation 
 
 
 
Mind Map 1: Core Category 1. Expectation. 
As a core category, “expectation” details how participants narrated a very 
positive view of a number of organisational aspects related to their 
knowledge or experience. These aspects included staff, the ward and OPD 
areas, the organisation and the NHS as a whole. Their belief in these 
organisational aspects was often formed prior to their admission as a patient 
and provided participants with a feeling of security that was often 
unwavering, despite more recent experiences that may have indicated 
otherwise. Participants drew on their own non-patient experiences to help 
them navigate through their patient hood and to make sense of the new 
world they found themselves a part of. 
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5.3.1 Absolutely brilliant  
‘Absolutely brilliant’ refers to the broad generalised narrative that many 
participants used to describe the organisational aspects noted above and 
their overall experiences. It became apparent through the analysis process 
that these broad statements often overshadowed or masked contrasting, 
often deeper or more specific understanding and experience. Many 
participants expressed positive views early on in the interviews, with their 
narratives later moving on to indicate a disconnect between their broadly 
positive attitudes and some of their more negative experiences.  
The positive local and national reputation of the NHS organisation provided 
some participants with a degree of comfort and reassurance. This was best 
illustrated by Ali (P20): 
“Friends told me I was coming to the best, the elite. I did not know this 
before my admission as I had come over from Australia. I felt comfort 
in that before I came in knowing that there was an elite reputation. 
They have treated me superbly.” Ali (P20) 
Stanley (P8) commented on the organisation, taking the broad perspective 
that everyone knew what to do and how to do it. He was reassured by the 
efficiency of the staff he was directly in contact with, extrapolating this 
experience to an organisational level: 
“…it seems to be a well- oiled machine.” Stanley (P8) 
Recalling events from the past, Gary (P19) also took comfort and 
reassurance from the positive health outcomes which both he and his mother 
had experienced as patients in the past. This positivity was present 
throughout his interview, even though he separately described his own direct 
concerns about staff during his present inpatient stay: 
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“… definitely, especially for what they’ve done for me and, you know, 
my Mum was in a couple of weeks before me and what they done for 
her and that.” Gary (P19) 
In a similar way to Gary (P19), Mary (P11) and Idris (P9) had an enduring 
faith in the NHS despite being let down by some personal experiences: 
“I have a lot of faith in hospitals I have been in a few times and I have 
always been so well looked after, errm I have a lot of faith in them. It’s 
just these odd little times that nurse lost the professionalism of it.” 
Mary (P11). 
“Yes I think people do pick it up and think there is something wrong 
with the NHS. And I err I don’t see that there is much wrong with it. I 
think we are very fortunate I regard myself as very fortunate because 
otherwise I would be dead quite bluntly.” Idris (P9) 
Freda (P12), herself a retired nursing home HCA, may have used her 
experience and knowledge of the role to inform her perspective of a 
collective confidence with the staff: 
“Yes there is a big confidence with the staff that’s in here.” Freda 
(P12) 
Freda (P12) clearly possessed some insight into what the caring role entailed 
and knew some of the pressure points for staff. She watched and observed 
how these were managed and was reassured by what she saw. She also 
took comfort from observing staff working continuously, and in so doing may 
have conflated working continuously with effectiveness: 
“Well the nurses and the care assistants that are here are tremendous 
they work nonstop and I mean they work tremendously well. They 
have always got time for people they have an explanation if you’re not 
too sure they will explain to you. They never look as if they are trying 
to rush out even though they never stop you know.” Freda (P12) 
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Judy (P16) described how busy her clinical area was and how the HCAs 
were more visible to her simply because of their duties on the ward, although 
her sense of connectedness with them was compromised by the work 
pressures: 
“Well I don't know if it’s because they [HCA] had the time because 
they were the ones who were very, very busy, very busy doing a lot of 
like the beds and everything generally but yet they were around on the 
Ward. … I didn’t have any complaint whatsoever about the care and 
the professionalism but I just I think which is the usual thing is that 
they’re just so really, really busy that they haven’t really got time…” 
Judy (P16). 
Francis (P13) provided the perspective of having had numerous hospital 
stays; her latest admission had already been nearly eight months long. She 
articulated an overall positive view of all the staff, qualifying this view by 
explaining that her expertise as a longer stay inpatient meant she would 
know if there were any problems: 
“Yes.  I can't fault anybody.  There’s not even one I can say, ‘oh, I 
don’t want to see that one’, you know.  They’ve just all been so good.  
And when you spend as much time as I have, you know.” Francis 
(P13). 
Idris (P9) and Ivan (P6) both gave positive views regarding the nursing care 
they had received. Ivan (P6) identified one HCA in particular whom he 
believed warranted a personal recommendation: 
“Without exception. The nursing care I received myself was beyond 
reproach. There was no complaint about it at all.” Idris (P9) 
“… like the one we have here; she is brilliant.” Ivan (P6) 
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As participants’ interviews progressed, their overall positive views were 
sometimes tempered with more negative or equivocal experiences. Jane 
(P5) initially vocalised an overall positive view of the staff but then went on to 
suggest that some staff were not as friendly as others. This was not 
expanded upon by Jane, despite numerous prompts throughout the interview 
to explore this shift in her view: 
“Yes erm well there are all very, very good.”  
“Well they are all very friendly… “ 
“They are very considerate and most [my emphasis] of them are very, 
very friendly.” Jane (P5) 
Despite initially providing a broadly positive view of staff and the HCAs, 
Jessie (P14) and Catherine (P18) each identified a problematic member of 
staff. Jessie (P14) was troubled as to how she was going to manage one 
staff member for the duration of her inpatient stay and Catherine (P18) also 
had concerns about a particular member of staff. Both of them managed to 
isolate their negative experiences from the remaining positive experiences: 
“On the whole of my experience in here, there’s only been the once 
that I’ve felt vulnerable the next night.” Jessie (P14) 
“They were all really very good. I think… I mean I’ve had really good 
experience in the [hospital] from everybody, except for once…” 
Catherine (P18) 
Johnny (FS3) stated his overwhelmingly positive views on the care he had 
received across a number of hospital stays: 
“I am in and out [hospital] all the time…the care is just outstanding…I 
have heard other people but I have never come across it.” Johnny 
(FS3). 
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5.3.2 Matching and cross matching 
Participants often used their own non-healthcare experiences to help them 
‘match’ against, navigate through and make sense of the new world of 
healthcare they had begun to inhabit. As participants recalled interactions 
they had with staff, they also used their own experiences to ‘cross match’ in 
assisting the recognition of qualities demonstrated by particular staff. Others 
thought about the HCAs and the career trajectory they could follow with 
education, enabling them to transition to nursing should they want to. Some 
of the participants were, or had been, working within a variety of healthcare 
settings, giving them an inside or more intimate knowledge of this new social 
world they were now inhabiting as patients. 
Molly (P2), with a wry smile, told me of her contribution to healthcare: 
“Ohhh a very special job, I was a bed maker.” Molly (P2). 
Freda (P12) was more candid, explaining her previous role as an HCA in a 
residential home and identifying the similarities with the role of the HCAs 
caring for her as a patient: 
“The role of the health care is precisely in the words health care. You 
check everybody’s health and what care is needed to go with it. 
Everything has to be written down and kept records of. It is very 
important, very important that you get on with the person you are 
talking to. You don’t talk down to them you don’t talk over them.” 
Freda (P12). 
Participants who had not worked within healthcare often used their working 
lives to make sense of their patient experiences. Colin (P3) used his 
extensive working knowledge of team work and leadership, together with his 
understanding of positive personal qualities within his own working 
environment, to identify, associate and form an understanding of his clinical 
experiences:  
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“Every industry and every profession has got a different urm priority if 
you like…But, err, I can tell when I have got a team member who is 
interested and who’s not interested, erm they ask the right questions 
and say the right thing.  You know if they are interested or not.” Colin 
(P3). 
Colin (P3) ‘mapped’ across the attitudes and behaviours valued from his own 
work environment to those he came into contact with as a patient that 
enabled him to make value judgements on individual members of staff. Colin 
(P3) described an HCA who had arranged for him to receive some emotional 
support from the chaplain and valued the fact of being interested in him as a 
person whilst also recognising the contribution that individual members of 
staff make to the team effort: 
“She had the right mentality to…. you know, with me.  You’re are a 
close knit team when you’re away, were all in the same boat… my 
management now...it’s basically getting them to err to pull together 
and identify, so if someone is letting their chin down…. there is more 
to it than just the treatment somebody needs, or the operation, and for 
her to identify that as a junior I thought was pretty good I thought, as 
no one else was interested… I am very aware this is a huge hospital 
here and everyone plays their part.” Colin (P3). 
A different work ethic between healthcare and other sectors was also evident 
when Anthony (P7) told of a time when a HCA remained after her shift had 
finished to help give out breakfast. He applied his view of the working world 
he had inhabited to work out the issues around this act: 
“I’d have got me breakfast half hour late, I am sorry I am a union man 
she’s breaking the rules should not have done that.” Anthony (P7). 
Anthony’s (P7) view may have not been held by others, but if the HCA had 
upheld the principle of not working beyond the end of her shift, this could 
have impacted on others who may have been less keen to have their 
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breakfast delayed. This provides an illustration of the complexities of differing 
perspectives.  
Stanley (P8) also used his knowledge of his working world to seek out the 
familiar and to identify any possible differences in how he might manage the 
clinical area: 
“It is…. but I think it could be a critical thing to do as well I mean 
everyone thinks they do their job better than everybody else so erm 
thinking along those lines and the way I did my job thinking that 
everything was done properly errm and then you transfer it to here. 
One of the things I have thought about is would I manage this ward 
any different to the Sister?” Stanley (P8). 
Catherine (P18) also reflected upon her working world, and in particular the 
bureaucracy she faced, empathising with those staff whom she saw as 
suffering from bureaucracy: 
“I thought it was quite bureaucratic. I thought every time I’ve been in 
there’s been loads and loads of paperwork and I come from a 
bureaucratic kind of thing and I know what that must feel like and I feel 
that it’s a bit upsetting for them that they’ve got to plough through all 
this stuff.” Catherine (P18). 
Catherine’s (P18) working life was in public service management and she 
used her past experience to identify a number of processes she saw as 
unnecessary: 
“No, I meant generally in the Health Service and the way that I thought 
that the Nursing staff were doing things that I didn’t think they ought to 
be doing. I said, ‘if they kitchens want that, they should be up here 
doing it, shouldn’t be the Nursing staff,’ even the Health Assistants 
shouldn’t be doing that sort of thing, which I thought was so 
unnecessary.” Catherine (P18). 
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Catherine (P18) used her knowledge of systems and organisations to unpick 
what was happening, concluding that some jobs are not necessarily best 
undertaken by the nursing or healthcare staff.  
Ivan (P6) cross-matched his prior knowledge of employment requirements to 
identify the motivations for getting qualifications and also used his 
grandson’s recent college and work experience to help him understand the 
workplace for the HCA. He also recognised that access to University was not 
always possible, as the HCA may be limited by their circumstances 
notwithstanding their capability: 
“… they have if they want, a job that can go further… I mean a health 
care can become a nurse of course she can, she can go to Uni… 
there are certain situations for people if they haven’t got support from 
home how can they afford to do it, they just CAN’T afford to do it to 
spend time to go to University”. Ivan (P6). 
Idris (P9) also recognised that, despite access to education being more 
available, a support network would still be a necessary requirement for an 
HCA wishing to study: 
“I was fortunate…. I grew up when education was less universal than 
it is now……. I had a father who supported me.” Idris (P9) 
5.3.3 Nostalgia 
‘Nostalgia’ describes how participants recalled events, people or 
circumstances with affection and fondness. They recalled individuals, teams 
of staff and feelings of nostalgia that related to both meso level (clinical 
areas) and macro level (organisation) from both past and current 
experiences. This nostalgic view often shaped their ongoing experience, 
resulting in either a reinforcement of view or a disconnect between 
expectation and their reality. This latter point is illustrated by Molly (P2), who 
had an expectation of her impending admission shaped by her experience a 
number of years previously as an HCA (a role known at that time as an 
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“auxiliary”). The reality fell short of her expectations, both in terms of 
environment and her relationship with the RN. However, it was the HCAs 
themselves that did meet her expectations based on what she recalled from 
her time as an auxiliary: 
“Yes, yes I was very disappointed because I used to work at [hospital] 
and I thought there wasn’t another hospital like it…Well when I 
thought it was going to be ‘oh so lovely’ like I remembered it when I 
worked there. Like you go into a six bay you know and the nurses are 
going to be coming in and out and the auxiliaries and whatever. I was 
on this horrible, well you saw very few nurses they were always in a 
hurry to do something else, but it was always the auxillary nurses that 
did what you asked them…” Molly (P2). 
There was a sense of resignation from Idris (P9) as he recalled a time when 
he was familiar with the workings of a hospital, contrasting his previous 
strong knowledge to his current lack of knowledge: 
“Vaguely, I used to know way back in the ice age. I knew perfectly 
well. I don’t know now… I can only think that things had been better 
with the old style. I knew when there was Matrons who were Gods 
[laughter] and err, all the cleaning and tidying was done by the nursing 
staff….” Idris (P9). 
Looking back, Idris (P9) recalled how his experience and understanding of 
the previous ways of working had been reassuring. This nostalgic 
understanding of times past that seemed to him to be an improvement on 
current practices was, however, in contrast to the care his wife received and 
that he described as “quite perfect”, For Idris (P9), the personal experience 
and the connectedness he felt with staff was the main way in which he made 
sense of his perceptions of a different time: a time when saw things as being 
better than they are now.  
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Gary (P19) held onto his previous experience as a sort of talisman. He saw 
no reason to doubt the medical teams and had faith in the logic that ‘they did 
it before they will do it again’: 
“You know, when I found I was coming here again I was saying, ‘Oh 
good they saved my life 20 year ago.’” Gary (P19). 
Colin (P3) provided nostalgic recollections of two HCAs from an earlier 
experience who were memorable for being, as he saw it, pivotal for his 
recovery:  
“It turns out that I knew the two ladies that looked after me ….it wasn’t 
until I got out of hospital that I met Bella I said ‘I’ll tell you something 
you were the only two that were interested’ and they were. They was 
the only two who, that kept us going, a bit of dignity and all of that and 
I told them both and said ‘much appreciated’ and I told Rosie this year 
‘If it wasn’t for you and Bella I would not be sure where me head 
would be at this moment.’” Colin (P3). 
Colin (P3) is reminded annually of the impact the two HCAs had upon his 
recovery when he sees one of them at an event they both attend outside of 
the organisation: 
“I see her every year. So every time I see her I haven’t 
forgotten.”   Colin (P3). 
Participants also described more recent experiences that were developing 
into nostalgia. Stanley (P8) recalled the RNs and HCAs that were part of his 
care before a team changeover, looking back and reflecting: 
“You sort of build up a confidence and rapport with the first group…” 
Stanley (P8). 
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Jessie’s (P14) nostalgic view involved one particular HCA during her recent 
inpatient experience. This relationship had both an immediacy and a lasting 
effect upon Jessie (P14), with the HCA continuing to contribute to Jessie’s 
(P14) experience:  
“She knew exactly how I felt, and she used to say to us, ‘you know, 
Jessie, you’ll get better’… and to hear her so calm saying that, and 
think I can do it, I’ve got to do it…She still does, yes.” Jessie (P14). 
The environment also appeared to contribute to participants’ views of past 
events. Catherine’s (P18) nostalgic view was of a small specialist inpatient 
area that she attended before being moved to a general area: 
“The little private place that’s cool and air-conditioned and wonderful 
and then I was in a kind of general Ward after that…but they didn’t 
have enough people on the Ward I don't think.” Catherine (P18).  
5.3.4 The extra mile 
‘The extra mile’ describes the things staff do that go beyond participants’ 
expectations. These things included the care and consideration shown to 
them when participants recognised their dependency was greater than 
anticipated.  Also included were physical things or tokens that meant staff 
had thought about them beyond their immediate needs. Additionally, the 
special connection some participants made with certain members of staff and 
how those connections transcended the everyday routine bringing the 
participant something special. 
Some participants recognised the heavy demands their conditions placed on 
staff. Jessie (P14) told me of the physical dependency she was dealing with 
and acknowledged that the repetitive need to get to the bathroom was 
burdensome for staff assisting her. She spoke specifically about the HCAs in 
her narrative, as they were the ones who helped her manage her day-by-
day, hour-by-hour needs: 
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“Well, I’ll tell you what it is… because of the medication I take, I have 
to go to the toilet about ten times for a wee all the time…I try to do as 
much as I can, but it’s like I know I can rely on them and their caring is 
unreal. Their caring is, I mean, it’s as if they’re your mother and 
couldn’t care less whatever you want they’ll do, the caring is unreal.” 
Jessie (P14). 
As Jessie (P14) described the care she received, it came across as if she felt 
it was extraordinary; above and beyond what she expected. The maternal 
aspect is also worth noting as Jessie (P14) clearly regarded the care as 
being offered unconditionally: whatever happened, the HCA would be there 
for her. 
In contrast, Polly (P15) felt the ward staff in general did not exhibit any 
elements of care towards her. It is worth noting that these two participants 
were on the same ward and were interviewed within an hour of each other: 
“But they haven’t got the patience… Well, they ignore you as they 
walk past and you can shout.” Polly (P15). 
Polly (P15) was mobile and relatively independent and thus had less call on 
staff time than Jessie (P14) who, by comparison, was hooked up to drips and 
drains and thus had restricted mobility. At the time of interview, Polly (P15) 
was waiting for social care to organise her discharge home. Her family 
visited a few times per week but it appeared that she might be lonely and in 
need of human contact. She was also located at the far end of the ward, 
whereas Jessie (P14) was located right next to the nurses’ station due to her 
clinical needs. These contrasting narratives of Polly (P15) and Jessie (P14) 
illustrate that there is a continuum of both actual and perceived care.  
Francis (P13) described how staff went above and beyond the call of duty 
and how she felt both when she was given her guardian angel token (a small 
trinket or charm representing an angel like figure) by her specialist RN and 
when an HCA gave her some beauty samples. The giving of these tokens is 
discussed within the section ‘tokens of friendship’ but it equally demonstrates 
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the extra mile that some staff go to and the feelings that this invoked in 
Francis (P13):  
“I was choked; you know…”  Francis (P13). 
Gary (P18) also described a token of friendship, with an HCA bringing in a 
radio for the bay to listen to the football. He was appreciative and felt good 
about the effort she had gone to, contrasting her care and effort with the 
actions of some temporary agency staff who also worked on the ward: 
“Because we were on about the football match and that we couldn't 
get it on the radio and that here and she just says that she’ll bring her 
dad’s radio in in the morning and brought in a radio for me…Good, 
nice, you know, they’re helpful, a lot of them are helpful that are here 
permanent but I think that some of the agency, a lot of them are okay, 
but a couple of the agency ones just don't really care, you know?” 
Gary (P18). 
Judy (P16) described the observations she made when an HCA came back 
to visit her mother once she had transferred to another ward. The effort in 
doing so was beyond any responsibilities for the HCA’s formal role. The HCA 
did something extraordinary in Judy’s (P16) eyes:  
“because it was there, the care, it was beyond just the basics, it was 
real love and the attachments they have to these people was…” Judy 
(P16). 
Idris (P9) was adamant that the extra noteworthy and special things staff did 
and he valued could be lost within a system of process and targets that 
doesn’t recognise such activities: 
“No, no, I think if we lose that we will lose something very precious.” 
Idris (P9). 
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Don (FS1) recognised there were things staff did beyond what was expected 
but didn’t have an expectation that they would happen to him. Georgie (FS2) 
recalled a time when the HCA went to find her partner who had walked out 
during a long wait for Georgie’s surgery: 
“I wouldn’t expect them... It’s a pleasant surprise if it would happen.” 
Don (FS1). 
“and she physically went round looking for him because she knew 
how distraught he was and I thought that was lovely... beyond their job 
description…I thought it was really nice.” Georgie (FS2). 
5.3.5 Trust 
The concept of ‘trust’ became apparent as a focussed code during the 
analysis process. Some of the participants’ experiences of trust were broader 
than their interactions with the HCA and I have therefore included these 
episodes as patients are not cared for by HCAs in isolation from other 
healthcare professionals. It is these broader interactions that also helped 
shape some of the perceptions and views of the participants with respect to 
the HCA. Participants also used the word ‘faith’ in their narratives and this 
has been coded under trust within the context of the narratives. There is a 
difference in how I have interpreted faith, which has a more spiritual meaning 
underpinned by belief, as compared to trust, which is about a confidence 
based on logical expectation or evidence and proofs. 
Anthony (P7) was clear that, from a patient’s perspective, care is built upon 
trust at every level. Trust itself is built, as described by Anthony (P7), by the 
staff performing their duties to the best of their ability within the 
organisational framework of educational and training support: 
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“…they have all gone through courses, they have all gone through 
training, I am assuming it is good enough that the hospital has 
awarded them jobs. I have to take it that on trust really…They have 
gone through a system that obviously works.” Anthony (P7) 
Johnny (FS3) stated a similar view of trust to Anthony (P7), in that: 
“ as long as whatever they are doing is within their capabilities and 
training that’s fine...they know what they are doing…” Johnny (FS3). 
The trust described by Anthony (P7) and Johnny (FS3) was positioned at 
varying organisational levels; from individual trust in one person’s 
competency through to trust in the organisation overall having employed 
competent staff. Sally (P10) described her feelings as a combination of trust 
and faith, leading to an acceptance of staff and their roles without question: 
“No I just take it on face value to me she was a nurse, she was 
dressed as a nurse she knew what she was doing she was there I 
wouldn’t….  it had never crossed…why would someone take me 
somewhere where they didn’t know what they were doing? That’s the 
faith I have.” Sally (P10). 
Some participants expressed trust at a general ward level. Judy (P16) 
recalled the trust she felt on leaving her terminally ill mother in the hands of 
others to get some rest, in contrast to a later ward placement where there 
was no trust: 
“I mean she was really very, very poorly then and they would say, 
“You need to go home, you need to get some rest,” and I would feel 
quite happy going and knowing that she was being on that Ward but 
when she moved, I wasn’t.” Judy (P16). 
Mary (P11), by contrast, was very specific in her lack of trust in a member of 
staff who had not demonstrated consideration towards her: 
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“The hospital was great the operation was good everything’s been 
fantastic… Yes, her attitude… didn’t trust her.” Mary (P11) . 
Despite her loss of trust in this particular individual, Mary (P11) appeared to 
have a residual faith in the wider organisation articulated as an overall 
positive review of her experience. Similarly, Jessie (P14) described where a 
member of staff was not attentive towards her but then clarifying how the 
resultant loss of trust in that particular individual did not affect her trust in 
others: 
“Like I say, the only time, which I’ve told you and that is totally the 
truth…” Jessie (P14). 
Sally (P10) experienced a surgical intervention that had resulted in 
complications. She described the event in detail:  
“I had a biopsy... and I had a haemorrhage and I did think something 
went wrong there. I am not that type of person, I wouldn’t blame 
anyone for that, I think it’s one of them things that happened, and I do 
trust what the NHS, I mean I am in their hands, I have to don’t I? It 
wouldn’t do me any good to not trust.” Sally (P10). 
This unquestioning trust in the staff and organisation was evident from 
Sally’s (P10) narrative, along with an unquestioning trust in the medical staff 
and in the wider NHS that equated to faith. Sally (P10) went on to explain 
that her views of the event contrasted with those of her husband: 
“Yes, I thought I was just unlucky. My husband he thought differently 
he thought (well he would wouldn’t he) oh no, no, they’ve made 
mistakes, but no just put it down to bad luck really.” Sally (P10). 
Sally (P10) was resigned to the event, whereas her husband was not so 
accepting. It was Sally (P10), however, who was dependent on the NHS for 
subsequent care and intervention which may have had a part to play in her 
acceptance. 
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5.4 Core category 2: Observation 
 
 
 
Mind Map 2: Core Category 2. Observation. 
Participants described their observations and how these brought insight to 
the workings of the clinical area and the impact this knowledge had upon 
them. They described how they worked out who was who and what roles and 
responsibilities these various staff undertook. Some were not so concerned 
about the various roles and responsibilities, being more concerned with the 
overall care they received. Participants also noted when they saw staff 
working under pressure at times which additionally impacted upon the staff 
working to the limits of their roles.  
5.4.1 Who’s who 
‘Who’s who’ describes how participants worked out who the staff they came 
into contact with were, compiling knowledge and understanding of each of 
these roles through a combination of the names of the individual members of 
staff, their association with tasks and the colour of their uniforms.  
When he talked about patients that had been in his care as an RN, Darren 
(P1) was unconvinced that patients knew who staff were: 
“They don’t know who the staff nurse is and who the sister is you 
know…. I mean some patient do ask what is the significance of the 
uniform? …and maybe from there they are able to pick up what their 
role actually is.”  Darren (P1). 
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Some participants used the colour of staff uniforms both as a way of 
identifying their role and as a colloquialism to collectively describe each role: 
“The brown coats are the auxiliary.” Molly (P2). 
She went on to say that using the name of “brown coats” for the HCA “was 
awful”, however, she had also called the RNs "blue and white stripy" but did 
not mention that this could be seen as a negative term. I wondered if the 
reference to the brown coats had connections with ‘dirty work’ or was 
associated with shop floor workers, whereas the blue was more indicative of 
blue collar workers in a more managerial role. Colin (P3) identified the 
hierarchical significance of the colour blue: 
“…the top rank with the blue coat on.” Colin (P3). 
Anthony (P7) was familiar with these colloquial terms for the uniforms, but 
was much more concerned about ‘the person behind the uniform’: 
“I don’t see them as brown shirts or white shirts I see them as people.” 
(Anthony P7). 
This is in contrast to Bill (P4), who used the colour of uniform to identify the 
role of each member of staff and clearly placed considerable emphasis on 
the implications of their uniform colour: 
“I’d need to know what colour uniform they are.” Bill (P4). 
Some participants used an unfamiliar uniform colour to identify a staff role 
outside of what they were used to or expecting, which in Mary’s (P2) case 
resulted in a degree of suspicion: 
“She was wearing a funny coloured uniform.” Molly (P2). 
Colin (P3) described, during his initial inpatient stay a number of years 
previously, how he had assumed that a member of staff wearing a uniform 
automatically indicated them as a nurse. He was not aware of any role 
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difference between the RN and the HCA during his stay that made him think 
otherwise:  
“I didn’t understand what uniforms they were wearing I took them to 
be fully qualified nurses.” Colin (P3). 
John (P17) was not concerned with ‘who was who’, instead articulating a 
more generic collective view of the clinical staff and making no differentiation 
between them: 
“Oh I just see it as the general staff.” John (P17). 
For participants who entered the hospital through the pre-operative 
admission process, where they come into the hospital on the day of surgery, 
there was often no time to process ‘who’s who’. These participants found 
little or no opportunity to work this out until after the operation, partly because 
staff in the pre-operative area often wear generic theatre scrubs irrespective 
of their role. Anthony (P7) described how, as he came round from the 
anaesthetic on a new ward, he had not concerned himself with staff or 
uniform: 
“So the issue of uniforms wasn’t interested really.” (Anthony P7). 
The system of ‘named nurse’ was active in some inpatient clinical areas, 
whereby each patient was allocated a nurse whose name was written above 
the bed space. It would appear, however, that this allocation and naming 
process didn’t always work as Mary (P11) described how she still wouldn’t 
recognise the person behind the name: 
“…the next day I found out she was my named nurse but I still don’t 
know who she was.” Mary (P11). 
Ali (P20) suggested that a longer length of stay helped him in working out 
who was who:  
“I have been in long enough to work it out.” Ali (P20). 
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Ali (P20) subsequently confirmed his deductions as his health improved, 
walking to the ward ‘who’s who’ identification board’ to place names to faces.  
Closely linked to “who’s who”, participants described how they observed 
activities and tasks undertaken by the RN and HCA to help them work out 
identification of roles. 
5.4.2 Roles and responsibilities 
Some participants identified for themselves how the position of the HCA 
related to the RN: 
“A sort of back up team for the nurses err for everybody actually... 
This frees up the nurse to get on with more important work, I think.” 
Stanley (P6). 
Others suggested that the HCA had more time that the RN: 
“Yes, the nurses seem to have a lot more to do.” Polly (P15). 
Mary (P11) took a different position, regarding the HCA role as assisting the 
RN by working alongside them:   
“I know what the nurses do and is the HCA someone that helps with 
the nurse and works with and helps the nurse?” Marys (P11). 
Participants described their understanding of what they saw as being the 
various roles and responsibilities for staff members within the organisation. 
Some saw roles and responsibilities as a point of difference between the RN 
and HCA that was underpinned by education and training, alluding to 
limitations of the HCA role: 
“I just see it as err its err a process of qualification. I think sort of the 
nurses have done the courses they need to do… and I would imagine 
the nurses have done the degree course and the HCA haven’t.” 
Stanley (P8). 
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Darren (P1), as a RN in practice, understood that various roles and duties 
have developed for both the RN and HCA, where tasks requiring a technical 
ability may be performed by either an RN or an HCA: 
“…probably there is some overlap I would have said. There may be 
some S/N that take bloods maybe in OPD I know some of the Health 
cares do, depends on what band they are.” Darren (P1). 
The difference between RNs and HCAs was, for Freda (P12), more about 
performance within the scope of each role. Freda (P12) had worked as an 
auxiliary in a nursing home for a number of years, where her views on this 
issue may have been shaped by her experience. She saw each role as 
making a contribution to the patient experience at its own level: 
“There is not much difference. It’s just that the nurses are qualified 
and the care assistant are qualified in their own way to do the job that 
they are employed to do. You know and you have got the 
professionalism from both sides.…it’s not that they’re cheap nurses…” 
Freda (P12). 
Observing tasks and duties reinforced the difference in roles and 
responsibilities for some participants. This observation clarified their 
understanding in a way that enhanced the demarcation of roles: 
 “Well I always knew there was a difference but just by observation 
really…The main thing is they [the HCA] are not involved with the 
medication [pointing to the IV machine].” Jane (P5)  
Anthony (P7) went further than mere observation. He stated that there was a 
‘known’ role boundary wherein the HCA did not address anything to do with 
medication. Anthony also described a legal dimension that added to his 
jurisdictional understanding of the HCA role: 
“There is a difference. They know they can’t touch the drugs, the drips 
the pipes… They have what they can and can’t do legally.”  Anthony 
(P7). 
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This ‘knowing’ was also articulated by others, who also gained clarity around 
roles and responsibilities with an added dimension of the HCA not wanting to 
mislead or raise the expectation of the patient with respect to what they could 
do. This was clearly articulated by Ivan (P6): 
“They are limited with what they can do …what they do… as far as I 
can see they do very well…They are not doing anything they shouldn’t 
do. They are not doing ‘I can’t do that’ or ‘I’m not allowed to do that’. 
‘I’ll go and get the nurse for you’ and they duly do.” Ivan (P6) 
Ivan’s (P6) experience contrasted somewhat with Mary (P11), who was 
concerned when the HCA implied greater knowledge than she felt they 
should have. Although the HCA did not necessarily perform the duties 
relating to this knowledge, Mary (P11) was worried that they would forward 
their interpretation of the situation to someone more senior to act upon this: 
“…what I don’t like is them saying ‘oh we will see if we can get you an 
injection for that’, or ‘we’ll see if we can get you medication for that.’ 
That’s got nothing to do with them they should say ‘I shall get a nurse 
to come and talk to you’. Mary (P11). 
This illustrates how Mary had worked out the boundaries for care and 
support from all grades of staff that she was comfortable with. She was 
unhappy about individuals overstepping the roles and responsibilities as she 
saw them. Mary (P11) concluded her view on roles with the following: 
“Yes, yes. Sticking by their roles, let the tea lady serve their tea and 
let nursing staff do their bit.” Mary (P11). 
Freda (P12) described her perceptions of what an HCA does from the 
perspective of having been a care worker who had dealt with the clients in an 
equal relationship. She went on to say that the HCA role is different to the 
RN and, more specifically, is concerned with the general wellbeing of the 
patient: 
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“And they’re there to look after you and they do it. I think the 
registered nurse, they come in and they make sure that the 
medication and all that, whatever, runs smoothly. The role of the 
health one is more personal to make sure you’re okay.” Freda (P12). 
Freda (P12) acknowledged there were clearly defined roles but also used her 
insight into the role of the HCA to identify something more that the HCA 
offers both the patient and the staff beyond what is in the job description. 
She suggested the HCA may have almost a sixth sense that tells them 
something is not right, leading them to raise their concerns to someone who 
has more knowledge about what that could be: 
“You’ve got a nurse who is qualified. She knows her job she what’s 
got to be done whether it’s a tube that has to be changed or whatever. 
But the care assistant who is a little bit experienced over the years of 
doing it. They will come past and chat away then look and think that 
doesn’t look right and then they will go and get a nurse or a Dr.” Freda 
(P12). 
For Colin (P3), the HCAs he came across had presented a confident 
understanding and expression of their role. He identified the HCAs as being 
‘comfortable’, indicating he saw them as working within their capability and 
implying that this was reassuring to him. 
“I think that the HCA stand out to me, because in my experience they 
know what their role is and they are comfortable with their role.” Colin 
(P3). 
This idea of having a ‘sense’ is something that Catherine (P18) was mindful 
of when she tried to explain what qualities were necessary for a good HCA: 
“Well I think you’ve got to have practical common sense which doesn’t 
sound very Degree-led does it but you need it and you’ve got to be 
intelligent to be able to see perhaps which situations you can deal with 
and which you should pass on to another person and intelligent 
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enough to understand the readings which might require you to point 
out something, I don't know if that’s their job or not.” Catherine (P18). 
The recognition of the limitations of the HCA role and how through 
experience they adapt and contribute to the patients’ wellbeing beyond 
meeting basic needs was addressed by other participants. They perceived 
that the HCA was able to do more and some participants would have been 
happy for the HCA to do more: 
“… what I am aware of is that they know what the procedure is, they 
know what the next step is and I feel they are confident enough to do 
the next step and I would be happy enough for them to do the next 
step but they just won’t do it.” Stanley (P8). 
Anthony (P7) concurred in terms of the HCA’s abilities but stopped short of 
mentioning whether he would be happy for the HCA to take things further: 
“Obviously they are very capable. A lot of them are very, very 
capable.” Anthony (P7). 
The potential for informal extension of activity for the HCA role was 
recognised by some as a job role issue where, at the margins, lines of 
responsibility will blur between roles. Ivan (P6) suggested that an increase in 
responsibility for the HCA may not be what an individual aspires to in their 
HCA role: 
“I think they can be given more responsibility should it be deemed. But 
there again are they a HCA or a nurse then?... Maybe some of them 
don’t want the responsibility.” Ivan (P6). 
Ivan (P6) saw the enthusiasm staff had for their job and the tasks that they 
undertook as giving assurance that they were performing these tasks to the 
best of their ability, conflating job satisfaction with competent performance: 
“You know when someone likes doing what they are doing, they are 
going to do it well. It gives me more confidence.” Ivan (P6) 
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Anthony (P7) was unequivocal in his belief in the competence of staff, going 
on to state he was confident that the other participants would feel the same: 
“Coz they know what they are doing…Has anyone come across as 
anxious about staff? I don’t think you worry about staff?” Anthony (P7) 
5.4.3 Illness trajectory 
Illness trajectory describes the phenomenon whereby some participants had 
little concern for the grade and designation of nursing staff looking after them 
while they were very unwell but became more aware of staff designation as 
their health improved. Darren (P1) described what he had observed of this in 
the patients he had nursed as a RN: 
“I think a lot of them are quite unwell and most of them don’t seem to 
question what happens… they take what happens to them. Most of 
them don’t sort of … question are you qualified to do this and 
everything else… maybe while they are in hospital… feel as though 
they are here to get better, whoever is here to help them get better, 
they don’t seem to mind … The ones who are a bit more maybe more 
‘well’ might notice a bit more about what is going on maybe.” Darren 
(P1). 
Many of the participants had undergone surgery and it was interesting to 
hear, as they reflected upon their journey, how a number of them had been 
concerned by an impending operation or procedure and therefore seemed 
not to have given thought to their recovery or care afterwards. The operation, 
together with the person performing the procedure, was an overriding issue 
for Jane (P5): 
“… you just know you are coming in for an operation you don’t think of 
it at the time who does what or anything like that apart from the 
surgeon.” Jane (P5). 
Judy (P16) had thought her concerns were no different to any other patient at 
that stage: 
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“…my main worry was just about the actual operation, whether I was 
going to come round and those sort of things that obviously go 
through everybody’s head.” Judy (P16). 
Anthony (P7) concurred with Jane (P5): 
“Just particularly worried about the operation not thought about 
coming into the ward… the operation was…. The big thing.”  Anthony 
(P7). 
I asked Anthony (P7), as he looked back over his admission period, whether 
he had been concerned about who was looking after him when he was not 
“compus mentus” (his words). His reply was emphatic and also touched on 
issues of trust that were explored earlier on page 116: 
 “Not (emphasis) at all... I wasn’t bothered who did what to us coz 
they were obviously doing the right things coz I have got this far.” 
Anthony (P7). 
Anthony (P7) described a period of time when he was not himself due to the 
prescribed pain relief, describing both a loss of days and of his individual 
self: 
“A lot of it was a blur. No, I was on morphine so I was err pretty not 
making much sense to anybody, and they weren’t making a great deal 
of sense to me, so they were having to look after us.” Anthony (P7). 
I wanted to know how Anthony (P7) felt during this time in terms of 
relationships with the staff. He described the process of admission prior to 
his procedure and the implications of not knowing who anyone was: 
“Well is wasn’t an issue coz I came into a day care centre. I was 
injected, I was asleep. I woke up here a day later.  It was like a whole 
day had gone. So the issue of uniforms wasn’t interested really. I 
wanted to see the Dr… The nurses were not of any interest what so 
ever.” Anthony (P7). 
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Anthony’s (P7) narrative brought into sharp focus his immediate world of 
medical intervention and the surgery that drove his primary concern - his life 
in the hands of the surgeon. He had given no thought as to who was who or 
who would be looking after him when he was in the immediate recovery 
phase of the operation. This world he was entering was visceral. 
For Stanley (P8), it was not about the level or grade of staff that came when 
he called, rather it was about the continuity and familiarity that he felt from 
being cared for by the same people: 
“Oh yes I knew who was looking after me. I couldn’t tell you their 
names but every time I pressed me buzzer, it was the same one or 
two people coming back to me.” Stanley (P8) 
5.4.4 Time and the working environment 
There was no doubt that participants recognised the busy nature of the 
clinical area, the demands this activity placed upon staff and the ability of 
staff to navigate their way through such an environment. Participants used 
their own internal measures, often based on their own experiences, to 
articulate the level of effort required to work within the day-to-day clinical 
environment. Matching his own working day against what he observed while 
in hospital, Colin (P3) identified the effort required by staff in such 
circumstances to still perform their duties: 
“They are busy and I know flat out… they were rushed off their feet, 
they work harder than what we work… but err I’ve always been 
appreciative of people that make the effort.” Colin (P3). 
Ivan (P6) described both the day-to-day and the extraordinary events that 
challenge staff and their ability to keep things going seamlessly for the 
patients, recalling one particular HCA’s effort: 
“…she is brilliant, she sees I’ve got a drink, she sees I’ve got clean 
stuff she changes the bed, nothing is too much trouble at all, at all. I 
had a messy day yesterday with my wound exploding and with that 
129 
 
happening I was very, very sick it was messy that was. She was on 
top of it in a flash she was.” Ivan (P6). 
Participants recognised that there was some extra quality required of staff in 
order to manage these situations in a professional manner. Jane (P5) was 
amazed by the level of patience demonstrated by staff under what she felt 
were often extreme conditions. Her narrative was animated and she shook 
her head almost in disbelief at the behaviours demonstrated by staff, which 
she was unable to relate to her own personal experience: 
“…sometimes there is people coming in at night time you know and 
sometimes you think you don’t know how they are managing to do 
this. Especially when they have people wandering up and down the 
ward not quite with it… There is no shouting or anything like that they 
just try and keep calm really… I have never seen any panic at all. I 
just don’t know how they do it!” Jane (P5) 
Freda (P12) had a great deal of insight into the working day as she had 
retired only two years previously from her role as an HCA in a care home. 
She was acutely aware of the pressure that staff face day-to-day, stating 
staff were working up to their limits of energy and effort, and identified how 
this pressure appeared not to directly affect the patient experience. I was left 
wondering how patients felt when observing staff working up to these 
extremes. She did further observe, however, that some staff were 
compromising their own wellbeing in order to deliver the care necessary for 
the patients: 
“…the nurses in here are working nonstop and I can see absolutely 
shattered. But we had one nurse in here this morning who has been 
here all week she has not been away for her coffee break. You know 
she is always working through.” Freda (P12). 
Availability of time and work pressures were significant factors affecting the 
delivery of care. Staff were often very busy and participants noted how staff 
managed their time in those circumstances. Judy (P16) and Colin (P3) both 
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identified how the HCAs divided their time up between patients as the day 
unfolded. Judy (P16) saw the HCAs as a collective group that tried to bring 
greater comfort and something more to the patient experience but who were 
hampered in this respect by the busy state of the ward and other demands: 
“It was more than that. They were very, quite caring and warm and 
would chat but they obviously then had to sort of move on to… So it 
was more than just coming and doing… I think as a whole, they were 
very kind of caring kind of crowd.” Judy (P16). 
“Erm, her demeanour was very professional… both of them knew 
what time could allot to each patient on the ward.” Colin (P3). 
In a fast moving clinical area there is an urgency to patient admission and 
discharge that limits the time available, which in turn may reduce the 
potential for deep connectedness between staff and patients. Judy (P16) 
observed the differing levels of patient and HCA relationship that developed 
during the time she was an in-patient. Her experience was that the HCAs did 
more than just perform their duties but that those patients who were in for 
longer had a deeper connection to staff than herself, who was in for a shorter 
period of time: 
“I think that’s quite hard to describe. I think it was… I mean it was 
more than just a level of, ‘Well we’re doing our job,’ it was certainly 
more than that, but I don't think it was really a very deep level of kind 
of relationship but I think again, that was because it was a short-
term… I mean there wasn’t any lack of care.” Judy (P16). 
A relationship existed between Judy (P16) and the staff but it was not at the 
depth that further time and frequency of interaction would bring. When asked 
if she felt that this was due to her shorter length of stay or whether there 
were time demands on staff, she felt it was due to both: 
“I think it was probably a combination of the two.” Judy (P16). 
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Others recognised the wider context for staff working within healthcare, 
noting that the NHS at this point was under a great deal of media scrutiny as 
articulated in the literature review. Catherine (P18) and Stanley (P8) both 
recognised that there may be more demands on staff than are seen day-to-
day in the clinical area.  Catherine (P18) was informed in this view by the 
media and by her son, who worked as an RN in acute care: 
“… if I open my daily paper, I will see something pretty much every 
day about the National Health Service and how it’s going to hell in a 
handcart, and whenever I come in, everybody’s really very good. But I 
have a feeling, and knowing my son as well, that in the background, 
they’re really hard pressed.” Catherine (P18). 
There is a tension here between what she has read and discussed and what 
she has experienced, which is that staff managed to deliver good care 
despite all the pressure they are under. This response was similar to 
Stanley’s (P8) perception of the external pressure staff face: 
“Looking after you, yes, they are dealing with any problems they might 
have difficulties or concerns they may have around over the security 
of their job. Or the future of the NHS, they don’t show it to the patient 
at all. They don’t show any, or give any indication they are concerned 
about their own future, they just get on with the job and the care you 
need.” Stanley (P8). 
Stanley (P8) tried to understand why someone would want to work within 
care, recognising that the NHS was not an easy place to work in and placed 
demands across all professions: 
“I think they must have this idea that they want to care for people… 
the problems that the NHS have got does not reflect itself on the staff 
on the ward.” Stanley’s (P8).  
Johnny (FS3) also had experience of staff working under difficult situations, 
ranging from a busy ward environment to a challenging patient: 
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“the ratio of patients to staff…he did his best you know…he was 
running around…trying to get everything sorted.” 
“the staff bent over backwards to accommodate him…honestly he put 
them under so much pressure…I did not see them flicker…that’s 
dedication.” Johnny (FS3) 
5.4.5 Inherent qualities 
Participants recognised that there were often certain inherent qualities 
shared by staff working within healthcare. They described these qualities as 
being necessary for a generic healthcare role and also felt there were other, 
more elusive, qualities that were more difficult to identify and describe. The 
participants were aware, however, when these qualities were not present 
and articulated how the lack of these qualities made them feel. 
Idris (P9) felt that the care given to him and his late wife was something he 
could not put into words - it was beyond mere description. This was in 
contrast to a recent experience of community care he had observed when 
visiting a friend, although this latter experience had not diminished or 
tarnished his perception of what he had experienced with his wife’s care or 
his own more recent care: 
“A subtle thing, that is almost indescribable.”  
“I find it varied… the carers, it’s very mixed…” Idris (P9) 
Catherine (P18) was one of several participants who described the qualities 
they believed were required of staff to work within healthcare, which were 
more than just wanting to work in care: 
“…intelligence to follow the course. So you need intelligence, common 
sense. I think you need to be physically fit and I think you would have 
to be in it for the long-term. You would have to want to do it.” 
Catherine (P18). 
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I asked Freda (P12), as a retired auxiliary, what she felt were the qualities 
necessary for an HCA: 
“Listening, empathy, patience errm and a very good ear for listening.”  
Freda (P12). 
We laughed as Freda (P12) acknowledged that she had said ‘listening’ twice 
but she argued the case that listening was the most important attribute for 
the HCA role. A number of participants described certain qualities, such as 
compassion and common sense, as being either present or absent. This 
binary state was often considered to be inherent, rather than being a learned 
or acquired quality.  Colin (P3) recognised qualities in the staff that he 
himself didn’t possess and specifically mentioned compassion as being 
binary, either in its presence or absence:  
“I wouldn’t be able to keep me cool. Not so much losing me cool, I 
would have something to say…I think some people have got more 
compassion, that other people, I am not sure they identify and sort of 
identify how much compassion they have got. I think it’s your basic 
values…it’s not people trying to become compassionate. You either 
are or you aren’t.” Colin (P3). 
Sally (P10) also described a binary state when articulating whether anyone 
could work within healthcare: 
“I think it comes natural with some? Doesn’t it? I think some people 
have got that natural ability to do it?” Sally (P10). 
John (P17) was clear that common sense was necessary for the role even 
before considering other relevant factors: 
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“A modicum of common sense can’t be learnt, it’s in you and if you 
haven’t got that, it doesn’t matter what qualifications you’ve got.” John 
(P17). 
Francis (P13) had experience of the non-professional side of caring via her 
husband and this reinforced her understanding of the staff as having different 
qualities to those who do not work within care. They possessed something 
extraordinary - in her words, a ‘gift’ to be able to do what they do - as she 
recognised she was not in possession of such a gift: 
“They’re gifted…Yes.  I couldn’t do it… in the past seven years my 
husband has seen to this, the fistula.  Now my own brother said, no 
way could he do it.  So there’s a difference you see, one can, one 
can't… I mean I've got stoma on and I have to use a pot and they take 
it away to measure it, now I couldn’t do that.” Francis (P13). 
This recognition of elements of the role that are difficult was also articulated 
by Jane (P5). She was grateful towards the HCAs for the manner in which 
they dealt with the measurement and disposal of her bodily fluids during her 
monitoring phase: 
“Yes it doesn’t worry them even taking your pots. I’ve got a stoma 
here it’s got to be emptied and my urine’s got to be emptied but they 
don’t worry about it. You just say ‘I’ve been in there (pointing to the 
bathroom) will you take it away’ sort of thing…They don’t turn their 
noses up about having to do anything like that. They are very good.” 
Jane (P5). 
The naturally occurring presence of inherent qualities was further addressed 
by Idris (P9), who used his understanding of education to illustrate qualities 
that he suggested cannot be taught or learned. The inherent qualities, as he 
perceived them, were related to the nature of many staff working in caring 
professions. He perceived that these qualities may be taught within 
healthcare but that the effort to do so would be futile.  
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“the only thing you require to teach special needs is infinite patience 
and infinite concern with children…you can’t teach that. They either 
have it or they don’t have it. If they don’t have it then it is useless 
trying to teach them to be teachers of special needs. They will lose 
patience and lose interest.” Idris (P9). 
Colin (P3) applied his knowledge and experience of working long days in 
recognising the effort required for staff to maintain consistency during the 
totality of their shifts. He also observed how staff managed their time and 
demands across each shift, expressing his surprise at how staff remained 
patient throughout each day: 
“Erm I think you can tell when someone is busy with what they should 
be doing and they don’t see it as a… they might see it as a chore but 
another 14-hour shift in I know I am going to be tired…but being able 
to do all that without losing your patience with people…” Colin (P3). 
Judy’s (P16) husband sat through the interview with her and, towards the 
end, asked if he was able to contribute. His description of the qualities 
required for the HCA provided additional insight to Judy’s own observations 
(P16): 
“Well, I mean I sort of recognise a lot of what Judy has said about the 
Care Assistants, and I’ve thought for a long time how good a job they 
do. And, I’ve thought, when you were talking about qualifications, a lot 
of them it’s not about educational qualifications, a lot of them it’s about 
life experience, and I was thinking an awful about when Judy’s Mum 
was in Hospital a few years ago, and it was those Care Assistants that 
were the mainstay for the people that looked after the people.” Judy 
(P16). 
Johnny’s (FS3) comments concurred with the earlier interviews, suggesting 
that: 
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“You’ve got to be more caring to take the job in the first place…it 
draws them to the job…it’s a vocation” Johnny (FS3). 
5.4.6 Boundary working and the impact for patients 
Boundary working emerged as an issue when participants described the grey 
areas where staff were working at or beyond the edges or limits of the job 
role. It was clear that there were a number of contributing factors to 
instances of boundary working, primarily related to accessibility and 
availability of staff.  
Participants understood that the HCA was more available to them than the 
RN in terms of their visibility, roles and responsibilities and numbers: 
“that they were the people who were around” Judy (P16). 
“a lot of the sort of day to day contact and care would probably be with 
them rather than with somebody who was a bit, you know what I 
mean, higher up the… the nurse.” Catherine (P18). 
Participants also noted the ratio of HCAs to RNs in certain departments: 
“there’s only about one, maybe two regular qualified staff on there and 
all the others are Healthcare people.” Catherine (P18). 
Colin (P3) also saw the HCA as more available than the RN and concluded 
that the HCA was more likely to be asked for assistance or advice due to 
their nearness and accessibility. He also recognised the difficulties the HCA 
faced when patients asked for something they were unable to attend to: 
“It’s them that… seem to be more available to ask questions to.  I 
know it must get on their nerves that a lot of people ask them… 
questions that there are not actually qualified to give the answers too.” 
Colin (P3). 
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Colin (P3) was reassured by the manner in which the HCAs recognised their 
authority limits and reassured him that more senior staff were being 
engaged. He identified the HCAs as being clear about their role as they 
contributed to the communication flow from patient to doctor: 
 “… in my experience they have always mentioned what’s been said 
to the right people or reassured… I will mention to Dr such and such 
when he comes.” Colin (P3). 
Stanley (P8) was also aware of the impact on the workforce arising from 
limits to authority. The limitations of the HCA role coupled with their higher 
level of accessibility to patients made them vulnerable to the pressure of 
working beyond their roles and responsibilities: 
“It’s the line of their sort of authority if you like it is as far as they can 
go. Therefore, they have to go and get the nurses to do that. Even 
though the nurses are really busy you know.” Stanley (P8). 
In situations where the HCA did not have the jurisdiction to act they would 
need to get a RN, which caused a delay for the patient. Participants were, 
however, accepting of the delay and understood why some tasks were not 
within the remit of the HCA: 
“OK yes there’s a delay but I mean she goes and talks to the nurse 
and the nurse comes.”  
“Sometimes I think well why not. Why can’t a nurse do that…it would 
save so much time. They had been so busy here.” Ivan (P6). 
The limitation imposed on particular roles was a cause of frustration for some 
in situations when none of the nursing staff were able to undertake a 
technical intervention. Ivan (P6) had to wait a number of hours for a 
procedure to be escalated higher up the clinical ladder. He questioned why 
nursing staff would not be able to perform such duties. 
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The HCA’s availability and accessibility to patients, coupled with their level of 
experience, makes for a powerful, although not easily defined, contribution to 
the overall delivery of care. The grey area Freda (P12) referred to is the 
boundary working that developed over time as the HCA built up implicit 
knowledge together with the presence of mind to do something about it: 
 “you have defined roles… but at the same time its little things that 
they pick up on their job without them being conscious of it…(the 
HCA) recognise things, pick things up with sheer number of years 
they have been working …they look and turn round and think they will 
go and ask a nurse.” Freda (P12). 
From his perspective as both a patient and an experienced RN, Darren (P1) 
was concerned that sometimes certain HCAs undertook tasks and duties 
outside what he perceived as being their jurisdiction: 
“…you may get a very experienced HCA and they think they can do 
more than what they are allowed to do... Someone might be on a drip 
or something, and they may decide to turn the drip off. They don’t 
always ask us they just do it. But, generally they are aware of their 
limitations.” Darren (P1). 
Evidence of boundary working is apparent in the earlier section in this 
chapter on roles and responsibilities, wherein Mary (P11) alluded to how the 
staff imply they know more than their jurisdiction. She felt uncomfortable with 
this blurring of roles, appearing to prefer a clear delineation between the 
different staff roles: 
“…people thinking they know too much. It is your person you know 
you and I know when I need a pain killer, or a trained person could 
advise me that I need one but an assistant, well an assistant…” Mary 
(P11). 
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One participant expressed his concern that changes in NHS staffing policy 
may bring about an increased scope for the assistant role. Although he 
implied this would make things worse, he had no specific issues with those 
assistants he had met or had cared for him. His perception was therefore 
different to his experienced reality: 
“Well obviously I would rather a registered nurse but as we haven’t got 
a fully functioning national health service, those days are way off. 
They are even talking about having assistant Drs aren’t they if you 
read your papers? So things are going to get a lot worse before they 
get better. But I have found the assistant nurses or whoever have all 
been most helpful. You know, No problem.” Idris (P 9). 
Machines that delivered IV fluids or medications were in operation for some 
patients. It was suggested that the HCA does sometimes operate these 
machines to silence them as the RN was often absent. Participants describe 
how they watch what the HCA does to silence the alarm and take on the role 
themselves thus reducing the HCA or RN coming to the bedside:  
“Yes it often beeps and I do my own, but (laughs). They will come in 
and do that you know and stick it off going again you know.” Ivan      
(P 6). 
Mary (P11) took a different option and described her concern for the flashing 
lights on the IV machine and the manner in which her concerns were 
dismissed by some of the staff: 
“Some of them made you feel like you were a nuisance if the problem 
was trivial.” Mary (P11). 
Asking for help directly or indirectly as in the case previously described will 
be further described in the core category of adaptation (section 5.6). 
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5.4.7 Collaboration 
Stanley (P8) described how impressed he was by staff working together and 
demonstrating equity and power reduction across the nursing team: 
“I think it is really good, I think it is excellent because it’s what it’s 
doing, what it’s showing the HCA is that I am a Sister but I am not 
above doing this job with you… The HCA gets that. The sister will 
come and do it all that she will do it with her. Either that or the nurse. 
They work together. It is really good.” Stanley (P8). 
This observation was comforting to Stanley (P8): he was reassured by the 
team work and perhaps by the sister demonstrating her accessibility to him 
and to the staff, despite being in a role possibly seen as distant from the 
patients. Staff still appeared to hold some degree of power over Stanley (P8), 
however, which was borne out by his suggestion as to what he would say to 
a friend who was coming into hospital for the first time: 
“I would reassure them they have nothing to worry about as long as 
they listen to what the staff tell them and what the staff ask them to 
do, you know.” Stanley (P8). 
Idris (P9) recognised the presence of power but noted that staff were not 
always able to employ their power in certain challenging situations: 
“This is where I think the staff in the NHS should be protected 
especially when the drunks come in. I think they should be given the 
authority to throw them out… Staff should not be expected to deal with 
that.” Idris (P9). 
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5.5 Core category 3: Meaningful Connections 
 
 
 
Mind Map 3: Core Category 3. Meaningful Connections. 
Meaningful connections were an important aspect of the participants’ 
experience and were apparent through a range of interactions between staff 
and participants that brought comfort and feelings of consideration to the 
participants.  
5.5.1 Comfort and consideration 
Comfort and consideration, as described by a number of participants, is 
associated with more than the mere response by staff to a request from 
patients. It suggests that, although immediate feelings of comfort were felt by 
participants when their specific needs were dealt with, there was an 
extension of comfort beyond the moment resulting from the forethought of 
members of staff before the interaction ended.  
Ivan (P6) described tasks performed by the HCAs and the way in which, 
while doing these tasks, the HCAs asked if there was anything else they 
could do for him. He mentioned one HCA in particular, who he had not 
previously met, making a point of coming to see him as soon as she had 
heard about a disturbed night he had experienced. In this first meeting, the 
great consideration she showed for his situation was of significance to him.: 
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“…can I help you..? Can I do this for you? Can I do that for you? Take 
my arm…” Ivan (P6) 
 “Oh yes first thing…about 8.10 the new nurse which I haven’t seen 
before… errm, she said ‘I heard you had a rough night. Is there 
anything you need?’” (Ivan P6) 
Molly (P2) described the HCA bringing her tea and also taking time to ensure 
both her immediate and on-going physical comfort: 
“…they would say ‘Oh Molly,’ as if I had known them years and years. 
‘Would you like a cup of tea or do you want a cup of coffee or 
whatever, are you comfortable like that? Do you want this or do you 
want that?  Shall I move your pillows for you?’ The nurses didn’t 
bother too much doing that.” (Molly shook head and dropped her head 
down, looking towards the floor). Molly (P2). 
For Molly (P2), these comfort sustaining episodes occurred regularly 
throughout her stay in an orthopaedic ward. She contrasted the HCAs and 
the RNs in this respect, getting the impression that the RNs felt they were not 
there to do these things for her and thus making a clear distinction between 
the availability of the HCA and RN for such comfort-giving moments.  
Interestingly, it was an RN that eventually attended to Molly’s (P2) request 
for a blanket. She described the physical response she felt from the warmth 
and comfort and how much that meant to her. The RN also met more than 
her immediate need for a warm blanket and considered the impact of the 
open window and the open blinds, closing both for her comfort: 
“He shut the window because it was left open, he drew the blinds… he 
says ‘I will put the light out’... What a difference! I was so warm and 
cosy and comfortable and yet I had asked not one nurse, had asked 
two-three nurses.”  Molly (P2). 
Molly (P2) also contrasted the frequent interventions of the HCA with the 
more irregular contact with the RN: 
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 “… the auxiliaries when they passed would always pop their head in 
and say, ‘Hello Molly how are you doing? Do you want this or do you 
want that, or shall I make you a cup of tea?”  Molly (P2). 
Jessie (P14) was full of praise for one particular HCA, who made every 
interaction more meaningful than just attending to a mere task. She was also 
full of praise for the moments when the HCA checked in with her before 
Jessie (P14) called or pressed the buzzer: 
“The same one… I told you that came in, she used to, I don’t know, 
half past eleven, twelve o’clock at night, she used to come in and 
make sure I was okay, is there anything I need? A drink or help with 
the toilet or whatever? And I hadn’t pressed, I hadn’t pressed for her. 
And then she used to come and take the blood pressure at two o’clock 
and ask can I help with your pillows and things like that, she was so 
attentive, she was unreal.” Jessie (P14). 
This anticipation of patients needing comfort on the part of the HCA is clearly 
illustrated by the narrative of Francis (P13). One particular HCA considered 
Francis’ (P13) needs even when not on duty, taking some of her own off duty 
time to collect beauty samples to give to Francis (P13) to cheer her up. It 
was not just Francis’ (P13) connection to this particular HCA; she felt a 
connection with all of the staff and illustrated this when recounting her 
journey to theatre for another long and complex procedure: 
“… when I was all ready to go the staff came to see me and without a 
word of a lie there must have been about eight or nine staff in a line 
ready to give me a kiss and a cuddle before I went downstairs to the 
theatre.”  Francis (P13). 
She was very positive about her experience with staff of all grades and 
designation, stating she: 
“loved them all.” Francis (P13). 
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In contrast, Molly (P2) was struck how the RNs presented as being distant 
and aloof. In her view, they were not friendly partly because they conformed 
to the rules, indicating that perhaps the HCAs adopted a less formalised and 
proceduralised approach: 
“… you know they stuck to the rules a bit (hushed secretive tone) 
there was no, erm, friendliness you know.” Molly (P2). 
She told me this in a secretive manner, despite the confidential private 
nature of our conversation. I wondered if she felt she was sharing something 
she had not discussed with others where she may have felt disloyal in doing 
so. 
Besides the giving of physical comfort, Jane (P5) and Gary (P19) 
appreciated spending time chatting with the HCAs. Jane (P5) described 
these moments as cheering her mood: 
“They are very considerate and most of them are very, very friendly. 
Aye, you know if you are feeling a bit low they will have a good chat 
sort of thing. I think they are all very good especially on this ward.” 
Jane (P5). 
Gary (P19) described the mere conversation with an HCA as bringing him 
something more than the physical meeting of his needs: 
“Well it’s comforting, isn’t it? Aye, I like it, aye.” Gary (P19). 
Consideration of the patient as an individual was also seen by participants as 
important to their overall patient experience. When a member of staff notices 
that a patient needs something more than attention to their immediate need 
or request, a value is added to the patient experience that can be important 
for them in terms of recovery. Colin (P3) described a moment in his care 
when an HCA took it upon herself to suggest he needed more than the 
immediate care that staff or family could offer. He was so grateful for the 
HCA’s insight into his distress and his need to talk his difficulties through that 
he recalled the event with a real emotion that is evident in his narrative: 
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“I sat talking to her for about an hour and a half and I felt absolutely 
rejuvenated after that it sort of got us back into the game of you know 
onwards and upwards. And that was through (HCA)…. she identified 
that I need someone to talk to that wasn’t me mum or me dad and 
somebody who wasn’t involved in my day to day care and she went 
and sorted that out...” Colin (P3). 
As HCAs were interacting with the patients on a one to one basis, it seemed 
they often took the opportunity to see if there was anything else the patient 
required. The holistic approach the HCA took to the patient was noted and 
valued by participants. When participants were uncertain about their 
immediate trajectory as a patient, the HCA made valuable contributions to 
them getting through this phase. Sally (P10) appreciated the manner in 
which the HCA presented to her, helping Sally (P10) deal with these 
uncertainties. She was unsure whether this was due to the HCA being caring 
but felt that the anxiety and concern was lessened as a result: 
“Yeah, yeah, she was friendly and I felt that I could talk to her. I think it 
was caring, she was caring and, but she made us feel at ease 
because I was in pain and err I didn’t know what was happening and 
she just made me feel like feel at ease and explained what was going 
on.” Sally (P10). 
Colin (P3) also used the term ‘feel at ease’, which suggested he felt the 
broad contribution of the HCA in the management of these uncertainties:  
“I’ve certainly found all the HCA that I’ve erm, been involved with have 
always been urm I’d say above all interested in erm, very professional, 
very helpful, put you at your ease.” Colin (P3). 
There are a number of points for consideration arising from Colin’s (P3) 
narrative. He referred to the HCA as being interested in him and having a 
manner that portrayed assurance in their role, which in turn promoted a 
sense of peacefulness for Colin. Sally’s (P10) experience was more about 
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the reassurance the HCA provided her, wherein she associated these 
feelings of reassurance with caring.  
5.5.2 Reassurance  
Participants often described times when reassurance was sought from, and 
met by, direct interaction with staff. Participants often associated elements of 
reassurance with confidence in the system, service or staff.  
Stanley (P8) described a circumstance where he spilt his urine bottle and 
was anxious and concerned that it was his fault. Staff, through their 
management of the situation, reassured him and brought him comfort, which 
thus reduced his anxiety: 
“… a nurse and an HCA came and they were ever so kind they didn’t 
say it was my fault, they said ‘oh it happens, don’t worry about it’. It 
was fine, they were just so good. It was really kind experience…It just 
gave me errm confidence and it gave me more confidence in the staff 
here. It made me understand just how sort of empathetic they were 
and how sort of kind.” Stanley (P8). 
Through the dialogue between patient and nurse, Stanley (P8) understood 
that the event was not unusual, he was not an exception and that this had 
happened before and was all in a day’s work for the staff. However difficult, 
staff appeared able to diffuse patient concerns in situations where dignity 
may otherwise have been compromised. 
Colin (P3) was reassured by his previous experience as an inpatient so 
much that he was not unnecessarily anxious about any subsequent return to 
hospital:  
“…relaxed in between visits thinking I’m going to have to go back 
there again…  but if you come away with good positive memories and 
experience of it …you’re in good hands.” Colin (P3). 
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Examples of how staff indirectly brought about reassurance for the patient 
were through the exclusivity shown in care and interaction (see further 
examples in the section on exclusivity in section 5.5.5). When staff were 
interested in getting to know participants as individual people rather than bed 
numbers associated with particular tasks, there was a sense of reassurance 
provided to participants that there had been some personal investment in 
them. I wondered if that investment might have contributed to the level of 
trust that was built up over time for the participants: 
“It gives me a lot of confidence because they are I know they are 
taking an interest in me. They are not standing at the bottom the bed 
just saying ermm, ermm, you know.” Mary (P11). 
Freda (P12) also recognised the feelings of exclusivity between patient and 
staff that led to enhanced wellbeing: 
“… they make you feel like they are doing, making you safe and 
secure and they also know what they are doing is for your benefit…” 
Freda (P12). 
Don (FS1) held similar views: 
“I knew a few of them [nurses] I knew which ones were going to be 
there…I felt a bit more at ease after I knew I was going to have the 
operation.” Don (FS1). 
The frequency of Jessie’s (P14) medical staff visits and interactions were a 
great source of comfort for her and she specifically recalled the Surgeon 
visiting and communicating with her: 
“… the surgeon, can’t sing his praises enough. There were some days 
where I was really poorly, he must have been at my bed ten times a 
day and I thought no surgeon does that, and he said I pray for you 
every day and I just thought that was lovely. That was absolutely… 
There’s not a lot of surgeons would say that.” Jessie’s (P14). 
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Polly (P15) explained that the medical team gave her reassurance through 
the ‘information giving’ approach they adopted with her: 
“Well, as I say, I can’t fault the doctors and they explained everything 
what they did to you and what they’re going to do.” Polly (P15). 
In contrast to the above comments, there was a lack of assurance in 
situations where there was an absence of staff. Judy (P16) was told she was 
likely to feel unwell after her procedure, however, as there was no one to 
remind or comfort her after the procedure, she reflected that it could have 
been a better, less fearful, experience had this help been forthcoming: 
“…that made me quite anxious because like when I had the liver 
embolization, they said, ‘Well you might, some people do feel a bit ill 
after it but other people are fine and you’ll be home in like the next day 
or something,’ but I was really felt terrible and I was really sick and... 
Physically sick as well and just felt lousy and I don't think anybody 
was there who really helped with that.”  Judy (P16). 
5.5.3 Humour 
‘Humour’ describes both an appreciation and an expression of humour. This 
code emerged early in the coding process and remained a consistent theme 
throughout. Although this is simply a descriptive code, I have not sought to 
abstract it further as it is firmly rooted within much of the participants’ 
narratives from across many contexts and it also played a large part in their 
view of self.  
Freda (P12), having listened to a joke that was shared between a nurse and 
patients in the bay, described how humour can transform a situation. The 
trading of humorous comments between participants and members of staff is 
worth consideration as there is a strong theme of reciprocity here, which is 
an interesting dimension in an otherwise dependent relationship: 
“I mean we have had a male nurse he comes on the ward ‘I’ve got a 
joke for you!’ and everyone goes ‘have you?’ he says ‘it’s a clean one’ 
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and we says ‘yeah we’ve heard that one before!’ he comes out with a 
joke as simple as a kid of five year old would you know and the point 
is for those two seconds you can laugh and then you can tease him 
for coming out with it. ‘Oh I won’t bother if that’s how you feel about 
me jokes!’  But it makes you smile and lifts you.” Freda (P12). 
The use of humour to bring about a shared moment in a collective way was 
valued by Freda (P12):  
“…it does it lifts the spirits... and I thought we are all sitting here 
laughing about it.” Freda (P12). 
Molly (P2) described an episode in which she experienced another self, 
brought about by some medication she had been prescribed that subjected 
her to an episode of hallucination. The feelings she had during the 
experience and afterwards were of disorientation and disconnection. She 
was distressed by this presentation of herself, one with which she was not 
familiar. When she recalled a particular interaction with an HCA after this 
event, it was with a genuine sense of relief and increasing animation that she 
described to me how the humorous aspect of the situation was brought to the 
fore: 
“Well, I told one of them and she laughed and she says ‘Wore is it you 
had in your last drink before you go to bed?’ …I was saying ‘Nothing 
like that coz I don’t drink’. But they was just laughing.” Molly (P2). 
I asked Molly (P2) whether she saw humour as important and she described 
how she herself used it in her previous work as an auxiliary to bring about a 
sense of connection with patients: 
“Well, think more so if you are in hospital.  When I worked in the 
hospital I used to go in, a bit of a joke and a bit of a laugh with the 
patients.”  Molly (P2) 
Some of my earlier analysis of the narrative made me wonder whether 
humour was sometimes used by both patients and staff as a token - a gift of 
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friendship – and a way of making connections deeper than the transactional 
interactions as described in section 5.5.8 of this chapter.  
(Is she describing here the use of humour as a way of establishing some sort 
of relationship? Is humour a token that is shared a commodity to be shared, 
offered, secretively, club membership, engaged in?) memo dated Nov 2014. 
Stanley (P8), like Molly (P2) above, described how humour was initiated by 
staff to potentially help them navigate difficult issues: 
“Well, for instance when I was having the bottles at night. One of them 
in particular I can’t remember her name, she would say. ‘How many 
do you want?’ I would say ‘3’. She would say ‘they are £1.50 each 
mind’. And I would say ‘I will pay it at the end of the week’. Laughter 
between us both. Just a little bit to ease the situation.” Stanley (P8). 
I considered whether the HCA may also have been using a humorous 
approach to get Stanley (P8) to start thinking about the time he may need to 
start getting up and out of bed; a time for increased mobility as preparation 
for him going home. Rather than addressing this subject head on, perhaps 
the HCA used this humorous event to set the scene for a later dialogue. The 
episode was recalled by Stanley (P8) willingly, enthusiastically and in a 
relaxed way, with an interesting recognition that he could not remember the 
HCA’s name. Connection between the HCA and Stanley (P8) was perhaps 
more about the content rather than a personal, more intimate moment.   
 (Further thought on this narrative led me to think about don’t call the HCA 
until the three are used. An efficient use of the HCA’s time or another point of 
patients getting on with some of their daily living activities with minimal 
assistance). Memo Dec 2014. 
The narrative between Stanley (P8) and the HCA could be seen as a 
humorous ‘threat’; a way of initiating a conversation that may otherwise be 
perceived as somewhat dictatorial. Releasing a patient for home leave is a 
point of trust for both staff and patient; staff may be thinking whether the 
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patient will return in a timely manner ready for the week of treatment or 
investigations and patients may be wondering whether their bed will be used 
for someone else. Freda (P12) recalled how the RN used humour to 
negotiate her responsibility for returning from home leave: 
“But you come back Monday night, you had better come back Monday 
night otherwise we will come and get you!” Freda (P12). 
Interestingly, Freda (P12) thought this amusing but did not reciprocate, 
effectively taking this as a form of humorous instruction, perhaps due to her 
perspective as a patient requiring the bed on her return. 
Using humour through sharing of a ‘secretive’ dialogue may be evidence that 
there is a deeper connection between HCA and patient. The act of sharing a 
secret is illustrated in Stanley’s (P8) recollection of an HCA’s birthday 
celebrations: 
“I mean the HCA and the nurses, they talk to you…, they tell you what 
they are doing and where they are going. One of them says ‘I am in 
tomorrow but I might be a bit over the top tomorrow coz it’s my 
birthday today. So if I come in tomorrow a bit bleary eyed’...” Stanley’s 
(P8). 
I felt the HCA was telling him an ‘exclusive’ secret as he shared this narrative 
with me in hushed tones, honouring her secret and keeping this away from 
the hierarchy in a joking manner. Exclusivity is discussed later on in the 
findings chapter and this example illustrates a level of exclusivity between 
patient and staff.  
Freda (P12) herself uses humour to bring a sense of community to the 6-
bedded bay and, despite the ‘basic’ nature of her humour, all but one patient 
appeared to enjoy it. Freda (P12) suggested that there is a long lasting 
benefit of bringing humour into a difficult personal situation wherein privacy is 
limited: 
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“Yes we have a bit of a joke, because Jenny went for an enema this 
morning and we said ‘tell us when the baby is due?’”  
“It lifts you up you don’t get so depressed about it. Alright it is not 
going to cure your illness by any means or cure how you are feeling 
but it lifts the spirits a little bit.” 
“Even though the comments last a few moments the effect lasts a little 
longer.” Freda (P12). 
Freda (P12) used humour as the lens for recalling a number of events, 
including a discussion of bowel movements, and I was mindful of this being 
something that would be less likely to happen outside of the clinical 
environment that participants found themselves in: 
“Everybody sort of thing I am like everybody else and if you get one 
who says ‘Oh no’ so you just say ‘well if you want to be isolated’ which 
is literally what it does to you if you don’t want to join in the fun it 
isolates you doesn’t matter how hard you try she want to draw in to 
she’s ill and I understand that. It’s bad, as it isolates her more.”  
“Yes it … doesn’t matter who you are or where you have come from 
when you are ill it is a great leveller…and if you are cracking jokes 
and things it’s nice, you don’t sort of get this blank wall.” Freda (P12). 
The patient who did not want to join in with the humorous episodes was 
viewed as someone outside of the others’ community. Freda (P12) added an 
additional perspective, suggesting that humour was a way of bringing a 
community of individuals together who may not otherwise naturally form a 
community under different circumstances. 
John (P17) was an OPD participant and, while sat with his wife, recalled the 
time he was given his terminal diagnosis. He used humour to bring a sense 
of himself and the relationship he had with his wife into the conversation. He 
turned to her, smiling and laughing as he recalled the conversation between 
him and his wife when he lay thinking about his diagnosis: 
153 
 
“So and this is true, she’ll back me up here, so I’m lying in bed that 
night staring at the ceiling and she says, ‘You know if you do die 
within 12 to 18 months,’ she says, ‘I love this house’, we’ve got a big 
house, lovely garden, she says, ‘I couldn't afford to keep it by myself 
so if you die I’d have to downsize!’” John (P17). 
This humour remained very much part of him and his being, and he used it to 
deal with his poor prognosis. Gary (P19) also illustrated how humour was 
important to him and his personal relationships, describing how his family 
brought an immediate sense of himself back post operatively: 
“I was laughing and joking in there with my partner, my Mum and that, 
you know, straight after the operation.” Gary (P19). 
There also appears to be an additional facet to humour, wherein staff use 
humour to seek connectedness and ‘get the measure’ of the patient over a 
period of time. This connection through humour was very important to Ali 
(P20), as he had been under investigation in hospital for some time, feeling 
quite unwell but with no definitive diagnosis. This liminal space Ali (P20) 
occupied was difficult for him. Staff teased him about how long he had been 
in, in an attempt perhaps to help him manage this liminality saying that: 
“…he will be drawing his pension soon.” Ali (P20). 
The way staff used humour with Ali (P20) brought about some lightness and 
relief for his indeterminate length of stay, during which time there has been 
little improvement in his condition. Humour was discussed as a theme with 
the participants during the feedback session element of the data collection 
and they were equally keen to describe the importance of humour for them. 
Johnny (FS3) experienced dark humour from staff to help him manage a 
critical situation. He himself was receptive to this level of humour, whereas 
his wife was sure that she would not be laughing and joking if she had such 
odds against her: 
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“Even under the anaesthetic, when he was coming round, he was 
cracking jokes.” Johnny (FS3). 
Interestingly, Johnny’s wife was aware of the contribution that Johnny (FS3) 
made to the staff and to the atmosphere on the ward: 
“They’re sad when he goes home because that’s him all the time.” 
Johnny (FS3). 
Johnny (FS3) added further perspective, suggesting that staff were aware of 
patients’ humorous natures, working this aspect out on an individual level 
and incorporating each patient’s context into their interactions: 
“It never overstepped the mark. It was always an appropriate level of 
humour.” Johnny (FS3) 
5.5.4 Token of friendship 
‘Token of friendship’ describes the activity of staff and participants trading 
gifts. These gifts were sometimes, but not always, physical objects and may 
have created a level of closeness and shared moments that added to the 
connectedness felt by participants. 
Molly (P2) was mindful of the workings of the nurse/patient relationship and 
used her personal chocolate store to access a more intimate relationship 
with certain staff through her tokens of friendship: 
“The thing was, with working in a hospital I knew what the, I took a 
bag of chocolate I, ‘take a bar of chocolate.’ Well we had such a laugh 
about this chocolate because one of the girls who was really funny 
used to say ‘eee so and so has been in here 4 times she keeps 
putting on a hat a wig, eee she has got a load of chocolate down 
there.’ (Laughter) It was very, very funny.” Molly (P2). 
Staff used tokens to bring about a connectedness that was deeper than 
dialogue, effectively a physical representation of the moment shared. A 
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present given with meaning resonated with Francis (P13), who had been in 
and out of hospital over a number of years. A specialist nurse who had 
known Francis (P13) over the years felt enough of a connection to give her a 
small token, a trinket guardian angel. The nurse may have wanted to 
reinforce her connection with Francis (P13), particularly when Francis (P13) 
was away at theatre for yet another procedure. Through a set of 
circumstances, the RN also gave a trinket to Francis’ husband, an act that 
held deep meaning for Francis as she was taken away from the ward and 
from her husband for a lengthy procedure: 
“…one of the speciality nurses came and she says ‘that's for you, you 
keep that with you all the time’…He’s been here every day.  So he’s 
got that one.  And that's the kind of staff they are.” Francis (P13) 
This deep connection through the giving of tokens was expanded for 
Francis (P13) when an HCA, who had looked after her a number of 
years previously, visited to give her some toiletry samples: 
“There was one of the healthcare workers, she was here when I was 
here seven years ago, and she came in one day and she said I was in 
Boots and I went and got some free samples and there were two 
perfumes and a body lotion.  She says they’re for you to cheer you 
up.” Francis (P13). 
As Francis (P13) recalled these stories, she was aware of sharing with me 
something that she herself saw as extraordinary. The length of her stays, 
and the frequency with which Francis (P13) came into hospital, also brought 
about a foundation of relationships with staff from which these tokens were 
meaningful.  
I related Francis’ (P13) experiences to Gary (P19), who had been an in-
patient for no more than 6 days but had also received a token of friendship 
from one of the HCAs. Gary (P19), an avid football fan, was visibly touched 
by the effort the HCA went to in order to meet his desire to hear the football 
one Saturday afternoon: 
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“Because we were on about the football match and that we couldn't 
get it on the radio and that here and she just says that she’ll bring her 
dad’s radio in in the morning and brought in a radio for me.” Gary 
(P19). 
Although length of stay contributed to the depth of connection between HCA 
and patient, there were other episodes, not involving extended lengths of 
stay, in which staff did something more than was expected.  
Tokens were not necessarily in the form of physical items or gifts; they also 
arose from conversations or recollections and contributed significantly to the 
patients’ sense of belonging and connectedness, as described in the 
following quote from Francis (P13): 
“…there was a girl from theatre came past my bed one day and she 
stopped and she said, ‘I know you’.  I said ‘do you really?’… I said 
‘I’ve got you, you walked alongside the bed when you took me outside 
one night from critical care’.  It came to me who she was.  But after 
seven years I'm so chuffed when they remember who I am!”  Francis 
(P13). 
Acknowledgement by staff of what was important to the participants also 
acted as a token of friendship. Ali (P20) described how his health was 
improving following a long period of time without any diagnosis or feelings of 
hope: 
“As I am starting to get a little bit better they are excited about my 
progress. All the staff across the disciplines say ‘looking better!’ I then 
feel better within myself, this is positive feedback and they care.” Ali 
(P20). 
This thoughtfulness, and acknowledgement of progress by staff, for Ali (P20), 
displayed as a token of friendship, gave him the motivation to keep going. 
Stanley (P8) told of how he felt when there was mutual information sharing: 
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“Yes and they are prepared to give you that little bit of information 
about themselves. They do ask about you as well you know as a 
patient what your background is which is nice as well. It shows they 
have got an interest.” Stanley (P8). 
The interaction described by Stanley (P8) was not one way - there was a 
shared moment – and Stanley (P8) placed value on the carer sharing 
personal information with him. By way of contrast, a level of professional 
distance between staff and patient was assumed by Jane’s (P5) narrative: 
“Err. I don’t think you sort of delve too far in their lives you know they 
are sort of happy friendly atmosphere err you wouldn’t have a like an 
intimate sort of relationship with any of them like that apart from 
asking normal things about how they are in that sort of thing.” Jane’s 
(P5). 
Molly (P2) described her earlier contributions to the patient experience when 
she had been working as an auxiliary, recalling that patients looked forward 
to her starting a shift. She brought something of herself to these patient 
relationships, revealing what she had been doing prior to starting her shift. 
This gift or token of sharing her personal narrative for the benefit of the 
patients was powerful in that it brought about a connectedness for the 
patients with both her and the world outside: 
“Arhh they used to wait for me to come in and if I were late ‘Oh here 
she is!… What’ve you been doing?’” Molly (P2) 
Issues around lack of staff continuity caused by shift changes and days off 
may have implications for patients in situations requiring round the clock care 
provision. A few participants noted staff making the effort to invest some 
catch-up time with those patients whom they had cared for previously. This 
could be viewed as a token towards, or acknowledgement of, their previous 
relationship, creating a sense of connectedness from earlier experiences: 
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“They just always errm, if they’ve been off for a while they or like 
they’ve changed a shift and gone elsewhere they’ve come back and 
they try and catch up with what’s been going on with you and they 
take an interest sort of thing.” Jane (P5). 
“…you build up a sort of relationship with them all… and the 
disappointing thing was I had been here 2 ½ weeks…and they 
switched the staff around again… You get new faces, and new 
nurses, new HCA to get on with. But the old ones would pop back in 
again you know.” Stanley (P8) 
Judy (P16) also recalled the care her mother had experienced and the 
observations she herself had made while her mother was an in-patient: 
“And when she’d moved Wards, one of the Care Assistants from the 
Ward that she’d been in used to come and visit her to see how she 
was…It makes me feel quite emotional when I think about it.” Judy 
(P16). 
This example of the ‘visiting’ HCA demonstrates continuity and is potentially 
of huge value for both patients and relatives when facing a change, where 
she was herself a token. Equally, it serves to highlight the different 
dimensions of the care experienced on each ward. Judy (P16) became really 
emotional at the point of recounting this episode, touched by having 
witnessed the tenderness and care demonstrated by the staff for someone 
whom she loved. 
The well-being of staff and their outward display of happiness also played a 
significant part in the patient experience, with staff offering to share their 
emotional wellbeing as a token of friendship: 
“Well… Yes, I mean you can sometimes have a laugh with them yes 
but errm not too much buts it’s just nice when they are smiling and 
happy sort of thing it cheers you up.” Jane (P5) 
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Smiling and happy staff were approachable and provided the patients with an 
opportunity to raise their spirits through a mutual response that would be 
hard to ignore – ‘I smile therefore you smile.’  
5.5.5 Exclusivity and inclusivity 
‘Exclusivity’ describes the one-to-one attention that participants experienced 
with staff members. The dimensional aspects of this code ranged from 
momentary through to extended experiences and were expressed by 
reference to both particular carers and general experiences. 
Mary (P11) described how the staff from all areas of the organisation 
manage to make even the mundane activities exclusive to her. When asking 
staff for directions, they took the time to accompany her to a point she 
recognised without being distracted by other tasks along the way. She felt 
this attention to her needs was really important and brought her a sense of 
well-being: 
“…everybody who has spoken to me has spoken to me as an 
individual… They were all giving me the attention I needed to get me 
from place to place. That’s all I needed.”  
“You are the only one…they are talking to me…yes…Confident in the 
care that I am getting.” Mary (P11). 
It was clear from Mary’s (P11) narrative that staff in the highly process driven 
OPD department had taken considerable effort to bring this level of personal 
attention to the giving of directions. Mary (P11) suggested that the exclusive 
nature of the attention from the HCAs added to her trustful reliance on the 
care that she received.  
At a micro and macro level, Colin (P3) recognised the exclusive attention he 
got from an HCA but also acknowledged that this ‘exclusivity’ was extended 
to how she dealt with other patients: 
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“You know it was just the fact she took the time out and I’ve got no 
doubt she was doing it with other patients as well.” Colin (P3). 
There were times when participants recognised that the exclusive 
relationship they experienced may have been clinically led. When Sally (P10) 
described the one to one care she had received during a previous hospital 
admission, she recognised the peace of mind that it had brought her: 
“I think she made me feel like I wasn’t just another patient. You know I 
was the one person she was looking after and it was her job to do it. 
Just, I don’t know, that she made me feel at ease and that everything 
was going to be ok.”  
“And I knew she was there, but I just took her role personally for me 
she was there for me.” Sally (P10). 
The exclusive relationship she had with the RN during this acute phase of 
her recovery was deeply felt by Sally (P10). She trusted this RN completely, 
in fact so much that the RN’s presence was felt by Sally (P10) as she drifted 
in and out of consciousness. This provided Sally (P10) with a reassurance 
that was powerful enough to contribute to her overall experience. It was not 
clear whether the one to one care as described by Sally (P10) was delivered 
by an HCA or RN. Whatever her job role, however, the staff member 
displayed qualities that created a powerful impression on Sally (P10), 
wherein she perceived exclusivity, centrality, focus and concentration on 
herself. Sally (P10) felt that she had her own member of staff and that a one-
to-one relationship was built up over a period of time from which she 
benefitted. Gary (P19) also received one to one care during his immediate 
recovery phase and, as he looked back to that time, described it as a point of 
reassurance: 
“One to one care aye. Well it felt well always secure and getting well 
looked after and safe, you know?” Gary (P19). 
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Exclusivity of care, as perceived by the participants, may not always have 
been based on specific one to one care plans but could also have arisen 
from the interactions between staff and participants that brought ‘meaning in 
the moment’. To illustrate this, the day to day activity undertaken by the 
HCAs was recognised by Jane (P5), who identified that although there were 
demands placed upon the HCAs, they still managed to make Jane (P5) feel 
like herself, a person in her own right. She also recognised that staff of all 
grades and roles were behaving in a similar way: 
“It makes you feel like a person as opposed to a non-entity sort of 
thing (laughter)……They treat you as an individual when they are 
coming round.”  
“I think they are on a par with really you know (hands move together 
illustrating a joining/level between RN and HCA).” Jane (P5). 
Mary (P11) had clear views on how exclusivity should present itself. She 
was, however, not so sure that all staff managed this aspect of care equally 
well: 
“It means treating me at the particular time as if there is no nobody 
else in the ward. No one of a group, not part of a group. Just see to 
me and then go on to see to others. Don’t put me as we do it as a 
group.”  “Yes and they could be seeing to you and talking to the one 
over there and you know…Upset. I don’t do it but I would love to say 
‘excuse me will you just see to me’”. Mary (P11). 
Mary (P11) was in a bay of six and from my observations it appeared that 
staff sometimes treated the patients in the bay with a collective rather than 
individual approach, popping their heads around the door to check on 
everyone at the same time and, by implication, managing the bay 
collectively. Mary (P11) was hard of hearing and I wondered whether this 
collective approach by staff led to Mary feeling disconnected, as she found it 
difficult to hear and therefore understand these episodes. Adopting a 
collective approach to the bay could be interpreted as a genuine labour 
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saving device, with the HCA sweeping across the bay to check on everyone 
at points where there was limited time to attend to individuals. There was, 
conversely, a positive aspect to this collective approach, with Freda (P12) 
and Gary (P19) both seeing this as a friendly manner that built upon the 
community aspect of their in-patient experience: 
“Everyone in here will tell you they are always busy, always doing 
things but you never feel as if they must rush out and do another job. 
They make it as if they have got all the time in the world to sit with 
you.” Freda (P12). 
Gary (P19) was also in a bay of six and concurred with Freda (P13) that 
when the staff addressed the whole bay collectively, it brought a sense of 
community to the environment: 
“They’ll speak to everyone really, if everyone’s up and that, they’ll 
speak to the full, you know? Because this Bay where I am, everyone 
sits and talks to each other anyway…so when they come in like 
everyone gets in on the conversation, you know?” Gary (P19). 
For Ali (P20), this collective approach was welcomed as he had been an in-
patient for a considerable time. He had arrived in the UK from overseas to 
work and then became unwell. When his family came to visit, staff extended 
the exclusivity of the relationship towards them, which made the relatives very 
much part of the care. This extension of exclusivity was not lost on Ali as he 
recalled how this made him feel: 
“They treated my overseas family who were visiting me for a 3-week 
period as part of the hospital family. If you have been here for a while 
you are part of the family.” Ali (P20). 
The exclusivity of care he had received had been transferred to a collective, 
inclusive approach for him and his family. 
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Judy (P16) saw some differences in the relationships between staff and 
patients but was heartened when she witnessed deep connections, even if 
she herself was not part of it: 
“Well I thought it was a good thing and it was nice but I did sometimes 
feel as if I was kind of outside of that because I wasn’t going to be 
there long-term and therefore there wasn’t long enough to establish 
that kind of relationship.” Judy (P16). 
Jessie (P14) had experience of exclusivity, her dependency and length of 
stay being contributing factors in this respect. She described the exclusive 
relationship she felt with one of the HCAs but added that they all contributed 
to her improvement in health: 
“I literally said ‘I can’t go any further’… and one of them came in, held 
my hand and said literally, ‘Jessie, you’ve got a fabulous family, 
there’s only you can do it, but we can all do it together’ and that to me 
thought that’s the only way we can do it. I can’t do it on my own 
without the help of the girls, and then I gave me head a shake and I 
thought, listen, you’ve got to do it.” Jessie (P14). 
Other participants articulated a presumption of reciprocity, wherein the 
patient also had a responsibility in forging the exclusive relationship. Francis 
(P13) described how staff made her feel but made the assumption that her 
behaviour towards them was a contributory factor: 
“Yes, you feel that you’re a person not just a number, they’re doing 
something for you.   
Well, they’re there to care and they do.  But my husband and I always 
say it’s how you treat them as to how they will treat you.” Francis 
(P13). 
Mary (P11) identified that sometimes, when there was an exclusive 
interaction, it was more about the professional’s need than the patient’s 
need: 
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“I find the more senior the staff are the more they treat you as an 
individual. I think it is because they don’t have that much contact with 
you and they only come to you when they absolutely have to, so 
they absolutely need it.” Mary (P11). 
Freda (P12) wanted more information about her planned procedure and 
described the sense of partnership she had felt with the RN as they learned 
about the procedure together on a one-to-one basis. It seemed as if there 
was a redressing of the power dynamic evident from this narrative as it 
unfolded: 
“I thought, eee what’s going to happen? And one of the nurses said ‘I 
am not quite sure give us 5 minutes and I’ll go and find out’. And she 
did. She went to find out coz she said ‘I have never seen this 
procedure’ so she got me the information so the two of us were sat 
and went though it which was great, it meant she learnt something 
and I learnt something…” Freda (P12). 
Judy (P16) later went on to explain that the HCAs were present more often 
than other members of staff and that connections were made between the 
HCAs and those patients who had been in for a period of time: 
“… And that’s where I think the Healthcare Assistants, because they 
were around and if you saw people had been in long-term, they had a 
much better relationship with them, that was an observation, that 
wasn’t my experience because I wasn’t in for long enough to really 
form a close relationship with them but if you noticed on the Ward, 
that was the people who they held their closest… Who were doing 
their day to day care.” Judy (P16). 
5.5.6 Holism and feelings of being human 
‘Holism’ describes the approach that staff took in treating the whole person 
and not just the condition that the patient presented with. This approach 
linked to how they managed to bring exclusivity into those interactions also. It 
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extended from the physical through to the emotional and social aspects of a 
person. Participants described how the HCA and other staff made them feel 
more human through the effort to get to know the patients for who they were 
and not just for the condition they had.  
Colin (P3) was impressed by the knowledge the HCA had of him even before 
there had been any interaction; the fact that they knew him and his condition 
gave Colin the feeling that staff were interested in him as a person: 
“I think you can tell by their demeanour their body language and the 
questions they ask… they seem to have read the notes and know why 
I am there… they were the 2 people that got me through the next 2 
weeks, and they were interested.” Colin (P3) 
Colin (P3) clearly stated that dialogue was only one aspect of this sense of 
holism, with the behaviour and outward presentation of the individual also 
telling him whether the staff were interested or not. He was specific in his 
reference to two particular HCAs, whereas Jessie (P14) identified that all of 
the staff, regardless of their role or profession, made her feel like a human, 
giving her hope and opportunity to envisage a time when she would return 
home:  
“… like I say, it’s like from the bottom to…even the cleaners, the 
cleaners will come in and they don’t do anything personal for you but, 
‘how are you, Jessie’, all this sort of thing, you think there is a bloody 
light at the end of the tunnel.” Jessie (P14). 
Interest in the patient as an individual contributed to Ivan’s (P6) sense of 
well-being: 
 “That makes me feel good that they are that concerned.” Ivan (P6). 
There was further depth to Jessie’s (P14) perception of how she felt with 
respect to particular HCAs. She went on to describe how feelings of 
humanness were addressed by one HCA whose similarity in age and gender 
to Jessie were factors that helped the connection: 
166 
 
“I feel as if they’ve experienced what I’ve experienced. You know, like 
a child, you know, you’re not getting one of these kids of 18, 19… 
because to me it’s like a kid getting you ready, isn’t it, whereas a 50-
year-old, which I am, that is more experience of life.”  
“Companionship, I think. On a night when I’m feeling a bit low and I sit 
and…they only have two minutes, that’s all I’m talking about… and 
when you’re sad, they make you happy…” Jessie (P14). 
Judy (P16) alluded to the responsibility she felt that the patient has to 
articulate feelings and emotions, allowing the HCA to understand something 
more of you than the physical symptoms you present with. She indicated a 
requirement for patients to open up and tell staff about their feelings: 
“Yes, I mean you’ll mention all your sort of physical symptoms but 
you’re not be prepared to say, ‘Look I’m absolutely scared and I’m 
afraid of this,’ or afterwards, ‘I’m really feeling absolutely dreadful and 
I don't know who I should be seeing or whatever’... I think what’s 
missing is, it doesn’t have to be a physical feeling, I think your 
emotional feelings sometimes as well; you need to recognise yourself 
because I think that’ll help you through.” Judy (P16). 
Judy (P16) alludes to not all staff are sensitive to this aspect of care. She 
also alludes to her known self dealing with issues not experienced before 
and the feelings that result from that. 
The lack of being treated as an individual in OPD was apparent for Freda 
(P12), in direct contrast to Mary (P11) who earlier on in the chapter alluded 
to the individualised attention she got for general directional instructions in 
the OPD: 
“Oh yes, you feel like a number there sometimes (OPD).” Freda (P12). 
The feedback session participants discussed the theme of meaningful 
connections in general terms, with a consensus arising that staff contributed 
to their patient experience. It was interesting to note that Georgie (FS2), who 
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had been in and out of hospital since she was 8 years old, suggested it was 
not specific incidents that she remembered, rather it was the staff who were 
part of those experiences: 
“not the bits I remember; the staff I remember. Yes… good ones that I 
remember for the right reasons.” Georgie (FS2) 
5.5.7 Transactional interactions 
‘Transactional’ or ‘task driven’ interactions were identified by Darren (P1), 
who was an RN as well as a patient within the organisation. Darren (P1) saw 
the HCA as someone who performed no more than a series of tasks that 
included routine observations: 
“Urrm… well if I needed It I would expect them to give me hand with 
my personal hygiene, I might need a hand to get my blood pressure 
done. They would introduce themselves to me…. I, would be 
orientated to the ward by them, maybe introduce me to staff possibly, 
and they might help, urm help deliver the meals to me (A long intake 
of breath and a sigh). I don’t know what else they would do, urm they 
would help serve the drinks urm and that’s basically what I would 
expect anyway.” Darren (P1). 
When explanations from staff were lacking for these routine tasks and duties, 
some participants felt that they may be unnecessary. Bill (P4) described the 
lack of connection he felt towards staff undertaking these tasks, indicating a 
sense of resignation towards those involved in his care: 
“No I just let them get on with it.” Bill (P4) 
There was a sense of the HCA just getting the work done through task 
orientated activity; divorcing themselves from the humanness and 
connectedness that patients valued. Interestingly, Bill’s (P4) perspective of 
resignation was partly driven by a deference to the doctor, whom he 
suggested “knows best”. As he assumed that the doctor was requesting the 
frequent observations, Bill (P4) therefore saw the observations as being 
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medically driven and not patient driven. Bill (P4) described the tasks and 
duties as a list of things done to him; he himself was absent from this, not 
active in the actions and therefore merely a passive recipient. Anthony (P7) 
described his relationship with the RNs as functional and transactional, 
wherein it was less about the RNs getting to know the participant but more 
about dealing with the task in front of them: 
“Deal with on a need to basis…” Anthony (P7). 
Ivan (P6) offered a different perspective as he described the HCA activity as 
transient, coming into his room and doing what they need to do before 
immediately leaving again:  
“Well errm I’m not really on first name terms with many of them 
because they are fleeting...  they do a job they are gone, in out fishhh, 
very speedy, rapid with what they have got to do. And they get on with 
it.” Ivan (P6). 
When Ivan (P6) described the swift interaction he had experienced, coupled 
with not knowing the names of the staff involved, suggestive of trusting 
without knowing them. He was still quite dependent on the staff for his daily 
activities and so one could conclude there would have been a frequency of 
interactions but that each one may have lacked duration. These frequent, 
fleeting moments with staff did not allow him a depth of connection, despite 
Ivan’s (P6) acceptance of this. 
Adding to this, Anthony (P7) recalled the HCA and the tasks and duties they 
undertook with him by articulating an additional perspective that if you asked 
they would do more: 
“They are dead keen, I mean they come in change your bed, make it 
nice and polite, they do their job, they go the extra mile if you ask 
them for something they will go and get whatever it is you want.” 
Anthony (P7). 
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Interestingly, in the above narrative Anthony (P7) does not mention care, 
communication, empathy or any sort of relationship with the staff, instead just 
listing the task orientated duties that were delivered. The list seemed to be 
lacking in humanness, although he did also recall the interactions he had 
with staff immediately after his surgery: 
“I think it just came. It just came. I was receiving, thank you, thank 
you. (Looking up towards heaven making arm gestures upwards) that 
was how it was to be honest.” Anthony (P7). 
With Anthony’s (P7) totally dependent post-operative state, he simply 
passively received care. This may have been due to a reduced level of 
consciousness and, as a consequence, he may have been unable to 
establish any sort of connection, instead just giving himself up to the carer. 
He smiled as he told me his acceptance of the transactional nature of the 
care he received.  
Don (FS1) was only an inpatient for a day and suggested that some staff 
engaged with him and were able to meet his needs for the short time he was 
an inpatient. He conversely recognised episodes of care where staff were not 
interested in him: 
“a couple of nurses took time to …talk to you while they were doing 
your blood pressure...you could see others are just seeing it as a job, 
get it done and they were gone.” Don (FS1). 
5.5.8 Not knowing the patient  
‘Getting to know patients’ was clearly an important process for the staff in 
order to facilitate connectedness. The contextual situation played a part in 
this process, as Judy (P16) described the different relationships she had with 
OPD and ward staff. She saw a difference between the transactional 
functions of an HCA in OPD where contact, although pleasant, was often 
reduced to tasks and the pivotal and observational inpatient HCA role: 
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“Well I mean when you come to the Outpatients Clinic, there’s very 
little [contact]. And that seems to be the only role they fulfil. You know 
it’s very pleasant and not… But in Hospital, I think they play quite a 
(when I’ve been in) I think they’ve played quite a key role because a 
lot of the sort of day to day contact and care would probably be with 
them rather than with somebody who was a bit, you know what I 
mean, higher up the… The Nurse or the...” Judy (P16). 
Judy (P16) also described the effect that length of stay had upon 
relationships between staff and patients, with a greater connection and level 
of knowing achieved with respect to those patients who had been in longer 
and needed more assistance: 
“And that’s where I think the Healthcare Assistants, because they 
were around and if you saw people had been in long-term, they had a 
much better relationship with them, that was an observation, that 
wasn’t my experience because I wasn’t in for long enough to really 
form a close relationship with them but if you noticed on the Ward, 
that was the people who they held their closest… Who were doing 
their day to day care.” Judy (P16). 
In contrast, Mary (P11) described how she was called by her name but did 
not feel the connection to staff, effectively articulating feelings of 
dehumanisation when she stated that she felt like a bed number as noted on 
page 147. She saw the opportunity to develop connections and getting to 
know her as being missed by staff and instead replaced by process and 
dehumanisation. When she was describing this, there was a sense of the 
weight of the system bearing down upon the small little moments that meant 
so much to patients and the resignation of staff to give in to the situation due 
to day-to-day pressure.  
Acceptance of the situation, coupled with a limited willingness on the part of 
staff to pursue alternative solutions, was evident when Molly (P2) recalled 
those frequent mealtimes where no alternative meal was offered.  When she 
rejected the offer of a cheese sandwich, she was left feeling neglected and 
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ignored. The ward sister eventually offered her an alternative in a humorous 
manner and she felt this offering was personal to her and added to her sense 
of connectedness, in contrast to her earlier feelings of rejection: 
“’Oh no! I says, not the cheese sandwich!’  ‘Well would you like some’, 
what were they, she was a bit friendly, well when you told, when the 
other nurses ‘Oh, oh I don’t want anything.’ ‘Oh well are you sure?’  
That’s it, not ‘why?’  Or, ‘can I get you something else?’ or you know?” 
Molly (P2). 
Catherine (P18) described the mindless questions the HCAs and students 
asked her each time she attended clinic: 
“Well if they’re ploughing through a pre-script, then they're being 
diverted really from something else they could be doing.” Catherine 
(P18). 
She understood the necessity for these questions but also saw the burden 
and routine that dominated this activity for both patient and staff. She 
suggested that there was no thought given to, or consideration of, the 
person, just a task that needed to be attended to and that required the 
patient’s responses only if they fitted the question being asked. Catherine 
(P18) questioned what the HCA felt like when performing these duties. Was 
this about just getting the work done in situations where no clinical 
judgement was required, effectively task and box ticking? 
“I thought it was quite bureaucratic. I thought every time I’ve been in 
there’s been loads and loads of paperwork and I come from a 
bureaucratic kind of thing and I know what that must feel like and I feel 
that it’s a bit upsetting for them that they’ve got to plough through all 
this stuff.” Catherine (P18). 
She articulated how frustrating this potentially could be by relating these 
activities to a bureaucratic system she herself had worked within, suggesting 
also that she had some empathy with the staff as a result. Such activity can 
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be perceived as mitigating the risk when staff do not know the patient 
ensuring all bases are covered. Patients therefore may see this as less 
personal to them as they become part of a process less about the individual 
more about how the individual fits into the medical task before them. 
5.5.9 Communication disconnect 
‘Communication disconnect’ describes the action of missed communication, 
whether in the form of verbal, non- verbal, written or mechanical 
communication. For example, when patients made a request it was the 
resulting action of the carer that indicated to the patient whether the receiver 
of the request had interpreted and acted as per the participant’s request. 
Often participants meant more than the basic request and it was the 
interpretation and exploration of these requests by staff that contributed to 
the patient’s sense of connectedness. 
Molly (P2) told of her increasing urinary frequency and her request for a 
commode, which was duly brought to her room. The request, however, was 
not completely fulfilled as she still needed her frame to get across the room 
and use the commode. She therefore had to suggest that the commode 
could be nearer her bed, making access easier and increasing her 
independence: 
“I says to one of the nurses ‘Well could I have commode here?’ By the 
time I struggle, by the time you put your legs together to get out of bed 
and whatever ‘Could I have a commode in this room here as I have to 
struggle out her and over there?’ ‘Oh no problem.’ Well when she 
brought the commode I was lying in the bed here and the commode 
was over in that corner.” Molly (P2). 
Her request was answered in a way that appeared to give little consideration 
as to her limitations when using the commode. Bill (P4) described the 
frustration he experienced between his anticipation of the timeframes to 
obtain some treatment prescribed for his announced discharge home and the 
expectation of staff of an extended timeframe. For Bill (P4), the delay, 
173 
 
coupled with the resigned response from the staff, impacted upon his 
connectedness to the staff, despite him being aware the system was at fault: 
“This afternoon comes and I don’t get the enemas, tea times comes 
and I don’t get the enemas, so I get off me bed and I go to the station 
and I says err ‘what’s happened about these enemas?’ ‘Well we 
haven’t got them yet’ and I ended up having to wait until the following 
day for these enemas so it just another delay in hospital so you feel 
pretty…” Bill (P4). 
Idris (P9) saw the system as impacting upon his experience but managed to 
distance himself from any potential fallout with respect to his relationships 
with staff: 
“So it is not the Drs that is the problem it is the administration that get 
fouled up.” Idris (P9) 
Mary (P11) also suggested that if a call for help was perceived by the patient 
as important then the responder should treat it as such and not dismiss it. 
This disconnect between what patients saw as a concern and its dismissal 
by staff as not being a concern was not conducive to feelings of 
connectedness. Freda (P12) was more confident in her call for help or 
assistance: 
“Because if you don’t ask you don’t get to know. There is no good 
sitting in your bed or sitting in your chair terrified about what might 
happen to you if you don’t ask you don’t get the answers.” Freda 
(P12). 
This was indicative of Freda (P12) taking control of her situation, a feature 
that is discussed within the adaptation category (section 5.6). 
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5.5.10 Something missing 
Sally (P10) recalled a situation in which her Mother’s needs had not been 
met. She was not able to add to this recollection in the interview but simply 
went on to say that hospital was not a good place for the elderly: 
“She had care but as an older person I don’t think the care is there for 
the older person, the elderly.” Sally (P10). 
Overall, many participants articulated some examples of substandard care 
that either they themselves had experienced or else had witnessed with 
respect to relatives or friends. Despite this, they adapted and adjusted to 
situations that were less positive or interactive than they expected. A number 
of strategies were employed by participants to help them adjust, ranging from 
working around the system to helping meet the needs of relatives requiring 
additional care and attention or, in the case of Gary (P19), taking direct 
responsibility and escalating their concerns within the existing system.  
Idris (P9) was quite clear on his views with respect to the care delivered by 
the NHS: 
“I would say they have nothing to fear. As far as I am concerned they 
are in very good hands which is why one of the reasons I get quite 
irritated with politicians where they pick up on mistakes and a lack of 
care and they talk about that being the NHS to my mind it is not it’s 
the exception rather the rule.” Idris (P9). 
“Yes I think people do pick it up and think there is something wrong 
with the NHS. And I err I don’t see that there is much wrong with it. I 
think we are very fortunate I regard myself as very fortunate because 
otherwise I would be dead quite bluntly. My wife she had cancer of the 
womb and she eventually she died but the treatment was quite 
perfect.” (Idris P9). 
Idris (P9) reasoned that without the NHS providing his care and treatment he 
would not be here and that, even though there was nothing that could be 
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done for his wife’s condition, she was treated without any complaint. Idris’ 
(P9) position is interesting in that he described the substandard care his 
mother had received but ‘forgave’ this episode when considering his own 
care and treatment and the last memories of the care his wife had received.   
5.6 Core category 4: Adaptation 
 
 
 
 
Mind Map 4: Core Category 4. Adaptation. 
The core category of “adaptation” details how participants began to 
understand their new environment, including the techniques that patients 
used to help them adjust to the new environment they were experiencing. It 
also incorporates narratives related to how negative personal or observed 
experiences shaped how they became vigilant as a patient or carer.  
5.6.1 Learning the ropes 
Participants described various perceptions about their experiences as a new 
or experienced patient, the adjustments they needed to make for themselves 
and who was there to help them work it all out.  
Darren (P1) worked as a Registered Nurse (RN) in a large unit within the 
organisation supporting this research, in which patients were treated for a 
range of acute and complex long term conditions.  He described his position 
as an RN as having informed his own knowledge of ‘who’s who’ and the 
clinical routine to work out the likely course of events for his own outpatient 
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department (OPD) appointment. He described his social identity as an RN 
helping him navigate through his other social identity as a patient: 
“I would probably look around to see who was on duty and what grade 
of nurses were around. I am used to being in hospital as in like from a 
working point of view. I like to see who is around really.” (Darren P1)  
Other participants described being ready to learn, using observations to aid 
their knowledge of being a patient:  
“Well it feels strange, it feels new… Well there is a lot you have to get 
used to that you don’t know anything about. Like pressing the buzzer, 
where is the buzzer, which buttons do you press for the lights? Things 
you pick up and learn for yourself you know.” (Stanley P4). 
Bill (P4) described this process of learning and adjusting, suggesting that 
most people should be able to work it out for themselves: 
“I am sure that if I had asked they would have told me but err. I soon 
found out… I think most intelligent people can pick up whatever needs 
to be picked up.” (Bill P4). 
Mary (P11) recognised the learning curve she experienced as a new patient 
but, in contrast to Bill’s comment, felt that this was unnecessary. In her view, 
staff should have supported her adaptation to her new patient role: 
“So yes you have got to sit and try and work out what you are 
supposed to do. Well you shouldn’t have to do that it is their job to do 
what you…. You are just the patient…. it is their job.” (Mary P11). 
The quotes from Bill and Mary illustrate how patients learn about their new 
environment is often dependent upon an individual’s perspective. With 
repeated hospital visits there is an element of familiarity that takes over from 
the initial uncertainty, enabling the patient to form expectations as they learn 
routines and ‘who’s who’. Sally (P10) visited the OPD frequently between 
inpatient admissions and described what she learnt from the routine: 
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“When I come in for me appointment, I err receptionist, the girl on 
reception is the first person I see, then it’s normally the girl, the lady in 
brown [HCA], that does the weight, then the Dr, then bloods, that’s the 
routine I have when I come… it is normally the same lady that does it, 
that does the weight and the blood pressure.” Sally (P10). 
Her narrative indicates that she gained understanding of patient processes 
through a combination of the events themselves, the colour of the uniform 
and ‘who does what’, all elements informed her as a patient. The “lady in 
brown” that Sally (P10) refers to is the HCA, who also informs clinic 
attendees if there are delays even though there is an information screen to 
do this. This human touch is an additional point of contact and provides a 
valuable source of information for the patient: 
“Errm normally it’s put on the board…you just have to sit. If you go in 
that girl would say there is a delay about half an hour errm whatever’s 
happened a lady took bad or something. Errm that’s it I just have to sit 
and wait. (Laughter). I don’t mind as long as you are told. You are not 
sitting waiting and nobody has said anything.” Sally (P10). 
This human contact depends on the availability of staff for patients, who 
described times when staff were busy and therefore less available. Jane (P5) 
suggested that patients should be understanding and she adapted to these 
busy times by preparing herself for anticipated delays in her care:  
“Yes occasionally… an odd time they might say if they are very, very 
busy they would say ‘could you wait a minute?’  coz they will be busy 
with somebody else they will always remember and come back and 
do what I have asked of them, but it mightn’t be immediately.” Jane 
(P5). 
Ivan (P6) also understood that there were times when the clinical area was 
busier, leading to a delay in response, but was not afraid to use the buzzer if 
he needed assistance. This was in contrast to Sally (P10), who had not used 
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the buzzer despite needing pain relief, although for future inpatient episodes 
Sally suggested she would be less reluctant to call for help if needed: 
“I had to go in the October for one operation and then I went back in 
the November for the second operation. The first one was fine the 
second was not. To go in again I don’t know. And maybes I wouldn’t 
be as patient. I would ring the bell and keep ringing it. I have learnt a 
bit about myself there.” Sally (P10). 
Sally’s (P10) and Jane’s (P5) understanding of waiting for assistance were in 
contrast to one other. As described above, Sally (P10) was aware she may 
need to assert her requirements more fully in the future whereas Jane (P5) 
remained assured that her call for assistance would be answered eventually. 
When staff change due to a ward team reorganisation, patients need time to 
adjust, as indicated by Stanley (P8) who told of his frustration and 
disappointment at a team change having built up a connection with the initial 
team. This was mitigated by the effort of HCAs from the new team: 
“You sort of build up a confidence and rapport with the first group, but 
as soon as one of the new group came in who had not been in before 
she just introduced themselves straight away. ‘I am Penny I will be 
looking after you today I am so and so … I will be looking after you 
with Penny today. If there is anything you want just give us a buzz.’ So 
you start build it up from the first minute.” Stanley (P8). 
Stanley (P8) reflected later that although he felt disappointed the old familiar 
staff were only working nearby: 
“Yes it was fine. It felt a little bit awh disappointed that they had gone.” 
Stanley (P8). 
Stanley’s (P8) immediate world was contained within the confines of a 6 
bedded bay. As his health improved his world expanded as he pieced 
together the workings of a system he was part of but had little control over, 
leading to recognition and understanding that the old staff were nearby. The 
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powerful force of change was felt sharply by him as he looked back with a 
nostalgic view to his earlier connections before adjusting to the new staff and 
their way of working:  
“… it didn’t take long to build up. A day maybe day and a half to build 
up the same confidence when you realise that although you haven’t 
seen them they are all out there together anyway.” Stanley (P8). 
Don (FS1) concurred and suggested that familiarity with the staff helped him 
adapt to patient hood: 
“The same nurses were there…I knew how to be a patient…I knew 
what to expect. Everything was explained to us.” Don (FS1). 
It was not only the immediate clinical area for which patients needed to ‘learn 
the ropes’ and they also spoke about the need to understand how the wider 
healthcare organisation and systems worked. Idris (P9) described his 
daughter’s persistence as she took charge of a situation and navigated 
through. Idris (P9) recognised that someone less tenacious would find 
difficulty in this:  
“Anyhow my daughter…said ‘in that case I want you to get on the 
phone now to the [hospital] and tell them’. ‘Oh I’ll see to that’. ‘No she 
says you’ll not see to it. I want you to get on the phone… now while I 
am here… and I insist...’. And err so he did.” Idris (P9). 
Idris’ (P9) daughter worked out what was required in order to ensure that the 
doctor performed his duty in a timely manner and she supervised the 
process from start to finish, which was the only reassurance she was 
prepared to accept.  
5.6.2 Cruelty and neglect 
As participants recalled past events, some described episodes of cruelty and 
neglect. This code is closely aligned to vigilance and the vigilant behaviours 
some participants adopted in their adaptation of such episodes. The code of 
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cruelty and neglect therefore helps to contextualise these behaviours setting 
the stage for the subsequent code of vigilance that follows in section 5.6.3. 
Molly (P2) told of a time when she herself was an auxiliary and witnessed the 
cruel actions of two auxiliaries who left a tray of food on a sleeping woman’s 
fluid laden body. She suggested that the actions of these two were a one-off, 
although it appeared that their actions at the time were tolerated by other 
staff.  When John (P17) recalled witnessing two nurses being rough with an 
elderly patient whilst visiting his mother, he immediately felt anger but did not 
raise the issue for fear of reprisal on his mother:  
 “If I give them two a go for, they might take it out on my Mother.” John 
(P17). 
John (P17) reflected later in his interview that the nurses in question must 
have just been having a bad day: 
“I think these two Nurses; I just think they had a bad day.” John (P17) 
Idris (P9) recalled an earlier situation where his mother was ignored by staff: 
“they sat and gossiped when they should have been caring…” Idris 
(P9). 
Idris (P9) recalled this situation late on in the interview, despite having been 
provided with numerous opportunities to bring poor experiences to the fore.  
Although this episode was in a different organisation that has since closed, 
he recalled several episodes of poor care and neglect. It was really 
interesting to note, however, that this had not shaped his own experiences or 
expectations: 
“Very satisfied, that we have such good… I can only concur. Couldn’t 
have wished for better treatment than I have had.” Idris (P9). 
Idris (P9) made clear that he recognised mistakes and errors could be made 
but that he himself had not experienced them as a patient: 
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“I would say they have nothing to fear. As far as I am concerned they 
are in very good hands which is why one of the reasons I get quite 
irritated with politicians where they pick up on mistakes and a lack of 
care and they talk about that being the NHS to my mind it is not it’s 
the exception rather the rule.” Idris (P9). 
Gary (P19) described having witnessed, on a number of occasions, a fellow 
patient’s buzzer being switched off and the nurse walking away having made 
no attempt to find out what this patient required. He was shocked and upset 
by what he had witnessed and felt a sense of protection towards his fellow 
patient, who he described as being elderly. Acting through a sense of 
responsibility for those not able to voice for themselves, Gary (P19) called 
the senior nurse team to articulate his own concerns and raised the issue of 
staff ignoring the other patient’s requests or calls for help. There was 
resolution following this, with the staff concerned being moved elsewhere 
and the care and attention for him and his fellow patient improving as a 
result.  
5.6.3 Vigilance 
Vigilance is a code describing the position that participants took when they 
lacked assurance for themselves or others. For some this vigilant state 
raised their awareness of what was going on around them, leading them to 
question and lose confidence in staff. 
Sally (P10) described how she monitored staff when they were looking after 
her mother:  
“… it’s my Mam and I want to make sure she gets what she should be 
getting.” Sally (P10). 
Catherine (P18) also described her perception of the need to be vigilant for 
elderly or more vulnerable patients: 
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 “Well I’d just be looking to see if they’ve got drinks and that they can 
drink, that they’re not frightened or just stuff like that.” Catherine 
(P18). 
When someone experiences something negative for themselves, there is a 
heightened sense of vigilance that can suspend trust and reliance on others. 
This is illustrated by Mary (P11), who described taking a sip of water 
immediately post operatively when she was confused and drowsy from the 
anaesthetic. She tasted a fizzy solution and was alarmed and, on raising her 
concern with the RN, was told abruptly that it was pain relief left for her to 
take during the night. She was warier with that particular member of staff 
afterwards and cautious about who left what on her bedside table, taking 
care of her own safety as she saw it. This reduced her reliance on others and 
distanced her from staff, with Mary remaining cautious and concerned and 
with a heightened sense of vigilance for the remainder of her stay. The RN’s 
response had affected her; although Mary did not question the RN’s 
competency, the way the RN had spoken to her did cause concern:  
“she knew what she was doing…Well, I didn’t care for her after that. I 
was more careful. I was more awake after that, look after meself after 
that.” Mary (P11) 
Competency without courtesy, as Mary saw it, had changed how she felt. 
She alluded to a state of vigilance for the remainder of her stay and shared 
her advice for others coming into hospital where she stated:  
“I think my advice to anyone going into hospital would be always try if 
you can somebody on the outside your family or your friend always 
giving an eye to you, so that if the staff aren’t doing what you want, 
patients won’t shout up as they are too not well and not wanting to be 
a nuisance, so I’d say have someone on the outside who can speak 
up for you. I think everybody needs that.” Mary (P11). 
Gary (P19) described how he became more vigilant when he noted things 
weren’t right about his care and treatment. Once he was armed with the 
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evidence he then challenged the staff member concerned. He was not 
satisfied with the response and therefore “took it further”, raising his 
concerns through an internal complaints system. This worked well and the 
issue was resolved to his satisfaction: 
“I feel alright, you know? it’s all changed now because I mentioned 
something, I think someone off another ward… mentioned something 
and since then it’s all changed.” Gary (P19). 
This episode did, however, leave him with a heightened state of vigilance in 
which he started to compare his treatment to others who had the same 
operation. As an example, he challenged the medical team about his 
different medication to that of a fellow patient with the result that his 
medication was changed and he gained a degree of reassurance. Gary 
(P19) was watchful of his and others’ care and treatment. Neither resigned 
nor accepting of what he was told, Gary challenged and navigated his way 
around the internal complaints system.  
There was a different situation for Sally (P10), whose vigilance for her 
mother’s care took the form of comparison against the care Sally herself had 
received as a patient. She described how much pain she had experienced 
after a particular procedure and how she had required some analgesia that 
was never administered to her. She described, with resignation, the lack of 
attention to management of her increasing pain: 
“…I just waited and waited in agony.” Sally (P10). 
Sally described how she had felt powerless but not wanted to be a nuisance 
by buzzing, in case buzzing reminded staff of her previous request. Unlike 
Gary, Sally (P10) did nothing about this at the time.  
A number of participants recalled negative incidents from a time when they 
were visiting a relative or friend and how they adapted to this situation 
themselves rather than seeking resolution with staff within the clinical area. 
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These episodes led to vigilance for later experiences of healthcare for 
themselves or others.  
Idris (P9) recalled a time visiting his mother when he felt sure she was not 
getting the nutrition she needed to sustain herself. Rather than addressing 
the issue with the clinical area, he and the family adapted to the substandard 
care his mother received by getting a family rota together to ensure that her 
dietary needs were met.  
5.6.4 Asking for help 
Participants described ‘asking for help’ as they navigated their way through 
their new environment.  Mary (P11) suggested patients were frightened of 
making a nuisance and that this sometimes led to neglect by staff when 
patients needed help or assistance. In advancing this view, Mary spoke not 
only about her own experiences but about those of other patients: 
“Yes frightened, yes a lot are frightened coz a lot of them think if I 
make a nuisance I won’t be looked after. A lot of people feel that.” 
Mary (P11) . 
“Frightened” is a strong description of how Mary thought others would feel 
but her concern was not isolated. Darren (P1) was less forceful in his 
language but, all the same, alluded to patients appearing compliant and 
accepting of their situation: 
“Erm … (sigh) I think most of them don’t want to question you know, 
don’t want to cause any trouble.” (Darren P1). 
Jessie (P14) told of how she manages her dependency in terms of asking for 
help: 
“I only bother them if I have to.” Jessie (P14) 
For some participants, there was also a concern around becoming the 
“unpopular patient”: 
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“I don’t want people to think I am being annoying. Keep pressing the 
bell all the time, stopping them from doing what they should be doing 
all the time and spending time with me.” Sally (P10). 
Sally (P10) was concerned as to how she was viewed by the staff. Sally was 
interviewed in OPD so it was unclear as to whether she spent time in a side 
room or a bay which may provide some insight into the understanding 
patients have around the use of the bell. Sally’s narrative about needing to 
exercise caution in “asking for help” or “pressing the bell” was, however, in 
total contrast to what she would say to a friend who was going to be 
admitted. 
“Oh yeah, yeah don’t put up with anything!” Sally (P10) 
There are distinctions for Sally about what she would be prepared to put up 
with for herself in contrast to her advice for others facing the same situation. 
Staff have power and Mary (P11) described how some staff made her feel if 
she rang the buzzer for reasons they considered unnecessary: 
“Awful! Awful and you don’t want to ring again. And then someone 
else will come in and say ’ooh this is out you should have give us a 
shout!’” Mary (P11). 
This lack of consistency as to how staff respond to patients seeking help can 
leave some patients with a state of anxiety, which was illustrated by Mary 
(P11):  
“So yes you have got to sit and try and work out what you are 
supposed to do. Well you shouldn’t have to do that it is their job to do 
what you… You are just the patient... it is their job.” Mary (P11). 
Jessie (P14) had been an inpatient for some time in a side room of the ward 
and she had sought a balance between calling for assistance and taking 
steps towards independence: 
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“I’ve got my dignity and I press a button and I try to do as much as I 
can, and when they come, they’ll say, ‘oh, that’s what we’re here for, 
don’t worry about it.’” Jessie (P14). 
Mary (P11) was also adamant that there needs to be some control taken by 
oneself and where this is not possible the family need to ensure that they 
offer support. The advice Mary would give to a new patient adds nuance to 
what Sally (P10) had said: 
“…they’ll [the staff] look after them [the relative] I know they will but 
YOU make sure you look after them you make sure you get right 
behind them [the relative]… Don’t let them [the staff] do it all.” Sally 
(P10). 
The effort required in asking for help at times when participants felt unwell 
was illustrated by Jessie (P14). She experienced an episode of what she 
saw as substandard care, during which an HCA was impatient with her and 
her needs. She felt so unwell at the time that she felt resigned to the 
situation, describing an inertia and inability to tackle the issue at that time. At 
the time of her interview, with an element of strength and hindsight, she felt 
able to deal with the situation were it to happen again: 
“I couldn’t be bothered, I said something the next day… say, I press 
my buzzer tonight and she was on, I would definitely say something to 
whoever was in charge. Because I wouldn’t put myself through that 
again.” Jessie (P14). 
Rather than troubling the RN, Judy (P16) worked out that by asking the HCA 
for help she could observe how her request was managed and thereby 
ascertain the various levels of staff responsibility: 
“It was good to have an intermediary so you could sort of say to them 
and if you’ve pressed your button that’s who came if you needed 
immediate… So then you would find whether it was sort of something 
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that really needed to be dealt with by a Nurse or whether it was 
something that was just sort of…” Judy (P16). 
Judy used the HCA to filter her concerns for fear of being a nuisance to the 
RN. Similarly, Mary (P11) worked out what she wanted and then decided 
who she would ask. The language chosen by Mary (P11) suggests she saw 
the RN as too important to bring a drink to her, which provides a point of 
consideration, when understanding how patients position their own needs, in 
terms of skills required to meet those needs: 
“...the higher the nurses are the more important. If I don’t feel too 
important because I want a drink or whatever the trainees or anything 
I am fine with anything like that.” (Mary P11). 
Johnny (FS3) had a similar strategy in asking for help, suggesting if it was 
not an urgent situation he would wait until he saw a member of staff: 
“if they’re passing you can just say if you get a minute… its not vital…” 
Johnny (FS3). 
This was in contrast to Don (FS1), whose experience was one of immediacy: 
“I did ask for help after my operation. They were straight there. They 
knew straight away what was wrong.” Don (FS1). 
Don (FS1) also recognised that some patients were reluctant to call for 
assistance: 
“they said the nurses are too busy…I don’t want to stop them from 
doing something so they suffered in silence.” Don (FS1). 
5.6.5 Knowing oneself and adapting to another self 
‘Knowing oneself’ describes how participants understood or articulated their 
values and beliefs within a number of different situations.  Participants 
articulated a variety of forms of self-knowledge and described a range of 
ways in which ‘knowing themselves’ helped them to navigate their way 
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through their stay, to deal with hierarchical teams and to position themselves 
as patients or carers. Participants also described how their ‘known self’ was 
sometimes lost due to the effects of medication and anaesthetic 
interventions.  
Knowing oneself was illustrated by Sally (P10), who explained that as a 
patient she felt unable to negotiate with those in a senior position, for 
example the consultants. She instead accepted their words and 
interventions, only reflecting later on questions she wanted to ask as she 
viewed direct questions at the time as confrontational deferential to his 
power. In contrast, Sally (P10) described how she navigated through the 
system when her mother was in hospital, in which circumstances she felt 
more able to confront even senior staff in support of her mother: 
“Well…in respect of the consultant’s position… and I am just not that 
type of person. I am not confrontational.”  
“Me mum was in hospital and probably because it’s me mum isn’t it? 
And maybe I might feel differently if any of my kids were in hospital an’ 
I felt things weren’t going quite right I’d maybes say something, but 
when it comes to me I wouldn’t.” Sally (P10). 
For some patients their sense of self was very important as they tried to hang 
onto what was valued by them even through periods of great adversity. 
Jessie (P14) valued her dignity as she considered the potential for loss of 
bladder control. Even though an HCA had tried to reassure her that, while 
“accidents can happen” they were capable of dealing with them, this was not 
enough for Jessie (P14). The sense of shame from loss of bladder control 
was such a strong element of who she was that Jessie used all the strength 
she had to get to and from the bathroom to avoid an accident: 
“I’d die if I weed myself, I’d absolutely die and they put you at ease to 
say, well, you know, if you do, you do, we’ll get on with it, and it’s all 
right for them saying that, but it’s me that’s the other side…she just 
said, ‘Jessie, it’s no embarrassment if you ever did’, but it is to me, I 
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am what I am, I can’t change who I am…It’s my dignity. It’s not yours, 
it’s mine.” Jessie (P14). 
‘Adapting to another self’ emerged as a further code in my analysis 
describing the dislocation participants felt in reflecting back to a time when 
they had been affected by their illness or condition, under medication or 
recovering from an anaesthetic. From the analysis process, I saw ‘another 
self’ as a continuation of ‘knowing oneself’ and therefore I brought these two 
focussed codes together within this section of the analysis. Recall of 
participant journeys throughout the immediate recovery phase or under the 
influence of medication or anaesthetic was often blurred but a number of 
narratives described below help us to understand the feelings of dislocation 
variously described and how the staff contribute to these experiences. 
Molly (P2) had retired a number of years earlier, having previously worked as 
an auxiliary within the organisation. She described the medication she had 
been prescribed as affecting her capacity to communicate or make sense of 
what was happening to her. It was only after the event that she identified it 
was pain killers which had taken her into an altered state of mind: 
“They were the most horrendous things I have ever, ever, ever had. I 
was hallucinating, I was seeing things that wasn’t there. And at one 
point, at one point, I lost me lips (laughter)” 
“I’m thinking eeh what’s been happening? And it was definitely these 
tablets.” Molly (P2). 
Ivan (P6) associated his medication with a sense of not being himself. He 
used “they” to describe the staff who prescribed and administered the 
morphine that brought about his altered state:   
“…they gave me some morphine liquid morphine. That just put me 
over the top.”  
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“A blur, that’s the scary thing I feeling around yourself, think what I’ve 
got tubes in here and there catheters. What’s that you know, what’s 
happening?” (Ivan P6). 
Gary (P19) also described a situation in which he experienced complete and 
utter dislocation, with no recollection of which members of staff were present 
at the time. He suggested that the timing of his arrival to the ward from 
theatre at the point of shift changeover contributed to this dislocation, sense 
of confusion and disorientation:  
“I didn’t even know what was going on around us, I didn’t know 
anything I said, I didn’t where I was or… I come up onto the Ward on 
like on the night when they were changing shift…Aye, like I say, I 
didn’t really know what was … much of what was going on.” (Gary 
P19). 
Molly (P2), Ivan (P6) and Gary (P19) all saw their dislocation as an isolating 
experience, within which they were left wondering what had happened and 
what was likely to happen. In contrast to this, however, other participants 
illustrated how staff had supported participants through their dislocation. 
Stanley (P8) provided a humorous perspective on his transient confusion. 
Through the description he provided, I identified that there was a strong 
connection between him and the HCA, with humour evidencing that some 
moments were shared and created a ‘bridge’ between the known self and the 
altered self: 
“.. the staff and we have laughed about it, this is what he’s done, he’s 
gone on trips through the wall!! Somebody else would come in, one of 
the HCAs and say ‘eee your bed went through the wall again last 
night’!” (Stanley P8). 
Jessie (P14) described a night when she was prescribed medication to help 
her pain and sleeplessness and where, despite transient moments of altered 
state, the constant reassurance from the HCA kept her grounded within 
reality: 
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“I had loads and loads of pain relief, and although I knew what I was 
saying, I knew I was talking pure rubbish but Betty [the HCA] was 
there that night and she reassured me ten times…’It’s obviously the 
medication they’ve given you to sleep’, and she was in and out, God 
bless her... She just used to pop back just to make sure I was 
okay…She brought us down to earth every time, you know?” (Jessie 
P14). 
Jessie (P14) clearly recalled her experience with fear. The contribution from 
the HCA, however, was significant and helped Jessie (P14) come through. 
The words Betty used were reassuring and made sense to Jessie (P14); the 
frequent contact with Betty brought about feelings of journeying through the 
event together and enabled Jessie (P14) to relinquish control to Betty.  
Sally (P10) recalled one staff member in particular during her immediate 
recovery phase and described her recollections with tenderness. The 
continuity with this particular member of staff was a comfort when Sally was 
‘not herself’: 
“I can only really remember coming here and one nurse in particular 
and she was in white errm because I was a bit out of it as I was on 
morphine at the time. I just remember her role and what she did. Coz 
she took us one to one coz I had that one to one thing with her for a 
while”. Sally (P10). 
This incident had taken place four years previously and Sally (P10) was 
unsure whether the “nurse” was an RN or an HCA, though she assumed the 
nurse was an RN. Whatever her job role, however, this “nurse” displayed 
qualities that had created a big impression on Sally’s (P10) experience with 
care staff. The ‘one to one’ care she received during this time provided Sally 
(P10) with a sense of exclusivity, centrality, focus and concentration. Sally 
(P10) felt that the “nurse” was her dedicated carer, with a relationship built up 
over the period of time that she was not able to care for herself: 
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“I didn’t know what was happening with me. From what I can 
remember, as I was a bit out of it with the morphine, errm, so a lot of it 
was a bit hazy. But I remember her coz she was with me for a good 
few days after wards. I mean like washing and err turning, making I 
was getting what I was getting, making sure I was OK.” Sally (P10) 
Sally (P10) had experienced this connection even though she had been 
unable to reciprocate; the care was received and not asked for. Issues of 
trust and reciprocity will also be explored later on in the chapter:  
“Coz I was out of it. Even though I knew she was there you know her 
presence and that. I was sort of a bit high (laugher).” Sally (P10). 
In contrast to the connectedness Sally (P10) experienced, Mary (P11) 
identified a staff member who did not contribute to connectedness and 
displayed behaviours unconducive to a connected relationship: 
“…she was bad tempered that one that night and it was uncalled for. I 
was in bed under anaesthetic and couldn’t help meself and I got no 
help from her at all except a squirm and it wasn’t nice. But that was 
the only one.” Mary (P11). 
I found it interesting to note that Mary (P11) alluded to isolating this incident 
from the rest of her inpatient experiences with staff. She did however, allude 
to less connectedness with staff through her observation of feeling part of the 
hospitalisation process and not an individual self: 
“You are a bed number erm, they will call you Mary, your name is on 
the board err but you are a bed number. You are treated according to 
your bed that you are in. That bed is there for a reason and you are in 
it for a reason…” Mary (P11). 
Elements of this narrative describe how as part of a system there is a loss of 
control. 
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5.6.6 Loss and taking back control 
‘Loss’ and ‘taking back control’ were initially two separate focussed codes. I 
found, however, that these two focussed codes were related within the 
narratives of many participants and were therefore best presented alongside 
each other.  
Ivan (P6) described ‘loss of control’ when there was a significant delay in the 
administration of his pain relief. Ivan (P6) understood that he was dependent 
on staff for his pain relief due to the need for intravenous (IV) access. His 
cannula had been removed, however, and he had resigned himself to having 
to wait for a member of staff to re-site the cannula: 
“Yeah, oh yeah. It is yeah. Coz I was in pain in serious agony actually. 
And there was nothing I could do about it.” Ivan (P6). 
This loss of control led to him feeling angry that the doctors did not have the 
foresight to keep the IV access in for another couple of days, something that 
would have been able to ‘see him over’ the worst of his post-operative pain:  
“…I was thinking why did they take it out if I wasn’t ready? The 
doctors are experienced in this larkyarky. They should have been 
aware…” Ivan (P6). 
The sense of resignation articulated by Ivan (P6) contrasted with the control 
exercised by Bill (P4). When there appeared to be a delay in treatment that 
had been prescribed earlier, Bill took control as best he could, trying to 
understand the reason for the delay and work out implications for his care as 
evidenced in his quote in communication disconnect (page 172). Sally (P10), 
by comparison, would only take control if she was feeling unwell. If there was 
nothing to concern herself about, Sally (P10) felt she would not challenge or 
ask: 
“If I felt ill yes and I wasn’t getting what I wanted…I would think so 
yeah. I would think it depends, I would think so I am quite laid back I 
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am walking around here and I am fine, if I was feeling ill it may be 
different.” Sally (P10). 
Gary (19) described relinquishing control of his complex condition to the 
staff: 
“No, they’re the experts, not me.” Gary (P19). 
Similarly, Ivan (P6) gave up control of his pain relief to the staff, trusting the 
system to work in bringing him timely pain relief: 
“They know when I am due.” Ivan (P6). 
The physical challenges faced by Jessie (P14) were immense as she had 
been critically ill for some time. Jessie (P14) described the control of her care 
being taken over without consideration for what she wanted. She described 
how she took that control away from the medical staff who were keen to 
continue taking blood for monitoring purposes and for her to continue to 
receive IV feeds, despite her arms being sore, swollen and painful: Jessie 
(P14) had a level of connectedness with the HCAs that was missing from 
those in more senior positions; professionals who, in her eyes, medicalised 
her needs in isolation from her as an individual. The relationship between 
Jessie (P14) and the HCAs appeared such that she was able to express her 
frustration with them directed at those that were not listening to her as a 
person: 
“There was one time, honestly I was so poorly and I said give me 24 
hours, nothing, I couldn’t be doing with anymore scans and anything 
and feeds and…’no, no, we can’t stop that’. ‘I’m telling you I can’t… 
You need to leave us alone for 24 hours’. I was really upset then 
because I didn’t have the feed and I thought, no, my arms they kept 
putting needles on, both my arms went massive, and I thought you’re 
not doing that anymore neither. I thought there’s a time to stand up 
and say enough pain is enough pain.” Jessie (P14). 
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“And I wasn’t taking it in, but I did want to know what was happening, 
and I felt as if I could ask the healthcare assistants much more than I 
can the higher ups…and at one time I said again, ‘nobody’s listening 
to what I want. Nobody’s listening’.” Jessie (P14) 
I asked her how the HCAs reacted to her decision for 24 hours off IV 
medications and blood tests: 
“They don’t have any input in that. They never say anything.” Jessie 
(P14). 
Jessie (P14) took some control back, requesting to be left alone for 24 hours. 
She went onto explain that the HCAs listened in a way that other staff had 
not without passing judgement.  
There were other participants for whom taking control developed more 
covertly. By working out ‘what was going on’, these participants developed a 
process of self-management that sat outside policy and protocol. Molly (P2) 
explained that she had identified her hallucinations as being due to the 
medication staff had given her. She had feigned compliance with medical 
treatment while taking her own path towards control and recovery: 
“Oh it was definitely the tablets. And I stopped them and started to 
empty them into my bag.” Molly (P2). 
Molly (P2) had worked out that the prescribed painkillers were not needed as 
the pain had been “cut out” by the surgeon undertaking her hip replacement. 
Rather than continually refusing the medication, she had accepted and then 
secretly disposed of it, instead taking her own medication when needed. She 
had lost trust in the staff around her medication and would take only her own 
pain relief, taking control back from the staff for her pain relief needs: 
“…well I am not going to take anymore. If I need painkillers I will take 
my own my own…” Molly (P2).  
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The covert approach Molly (P2) took to her medication was not an isolated 
example. Two other participants found out how to silence bleeping IV 
machines and shared this fact secretively with me, which suggested that they 
knew this action was beyond their remit as a patient: 
“Yes it often beeps and I do my own, but… (laughs).” Ivan (P6). 
Stanley (P8) concurred: 
“Oh, I though right, Ok I can do that, so I didn’t say that to her but 
thought I can do that. I would pressing it…” Stanley (P8). 
Gary (P19) also talked of how it feels to manage the activity of getting better 
through one’s own drive and determination:  
“You know, well I realise that I’ve got to do this myself, really, you 
know, down to me to do it. 
Well alright once you get your head around it and realise what you’ve 
got to do, you know? 
You know, just want to get myself better and get out of here really! 
You know?” Gary (P19). 
Wherever there was a tension described between participants and clinical 
staff regarding the direction of their care and treatment, there were both 
emotional and physical elements to the tension. Freda (P12) had previously 
worked as an auxiliary within a nursing home and she took the view that, no 
matter who was available, she would ask about what was happening to 
ensure she remained in control of events that involved her. Freda’s (P12) 
experience illustrates the tension between power and control, whereby the 
medical team has the knowledge to which the patient needs access. Freda 
(P12) regarded asking questions as the only way to access such information 
and she made no distinction between different disciplines, or grades, of staff 
in terms of who she asked: 
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 “… listen to what is being said to you ask questions continually ask. 
…The doctor or the nurse may come to you and say we are going to 
cut that off. Would you accept that? I wouldn’t. I would have to ask 
and I think if you don’t ask the question you’ll get no answers. It 
doesn’t matter whether it’s a care assistant nurse or a doctor ask 
questions.” Freda (P12). 
In contrast, Colin (P3) described how he had direct dialogue with a doctor 
who was not engaging him in his own care and decisions treating him with 
little courtesy and lack of consideration for Colin as an individual. By taking 
control and asking for a change of medical practitioner he was rewarded with 
more considerate care for his complex needs:  
“I thought this man is extremely rude and on top of that he’s not 
interested… I says ‘that’s it I’m off’ and he says ‘I’m not finished with 
you yet’ and he still hadn’t looked up at us he just sat at his desk. I 
says ‘well I’m finished with you …you’ve asked us questions the 
answers have been on average 3-4 words per sentence and you’ve 
chopped us off with a wave of the hand’… I made a formal request to 
come here and things couldn’t have been any better.”  Colin (P3) 
Gary (P19) took control by contacting a helpful member of staff and his 
narrative inferred a shift in control: from the RN ignoring his complaint to him 
accessing a route to escalate his concern: 
“Angry really, you know… I told them what I thought, you know, 
because I wasn’t happy with it…and I’d tell them about it and they 
seemed to have went on their break, you know, and never told anyone 
about it. So I actually phoned the [hospital] and the Assistant Nurse 
come down, you know?” Gary (P19). 
Not all participants felt so empowered and Sally (P10) described how she 
was unable to question the consultants’ differing opinions during her OPD 
consultation: 
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“The only thing I do question…one consultant might say one thing and 
I might go 2 months later and another will say something totally 
different. That does get to me a little that side of it. I take it on face 
value what they say. I take it and I say “alright fine” really what I 
should be saying is “hang on I was here a couple of months ago and 
he didn’t say that”. But I don’t. I say “right fine” and come away 
(laughter). And then when I am sitting on the bus I think why didn’t I 
just say “well why did you say that?” Sally (P10). 
Taking control and navigating within a system that is complicated required 
resilience on the part of the participants and some were reluctant or had 
difficulty in taking control.  Idris (P9) was unable to take control but was full of 
admiration for his daughter, who worked through the system and obtained 
the outcome she needed her for peace of mind as illustrated in the quote 
learning the ropes (page 179): 
“Anyhow my daughter…said ‘in that case I want you to get on the 
phone now to the [hospital] and tell them’. ‘Oh I’ll see to that’. ‘No she 
says you’ll not see to it. I want you to get on the phone… now while I 
am here… and I insist...’. And err so he did.” Idris (P9). 
Gary (P19), by contrast to Idris (P9), described how he took direct control 
during a series of episodes where he felt things weren’t right:   
“There’s just one or two that I don't really like really just for the way 
they went on in the first few days but like I say, it’s all changed now 
because I mentioned something, I think someone off another ward, 
another bay further up mentioned something and since then it’s all 
changed.”  Gary (P19). 
 
199 
 
 
5.7 Chapter summary  
As the participant enters secondary care either as an outpatient or inpatient 
they do so with a degree of expectation, informed by their own previous 
experiences, knowledge, understandings and perceptions. Participants 
adapted and modified these expectations as they journeyed through their 
patienthood experience. Adaptation is central to their experience and is 
informed by their observations and the connections (meaningful) they 
make with staff. The position of adaptation as central to the expectation, 
observation and meaningful connections has elevated this core category to a 
core process which is illustrated in the theoretical model (diagram 8) on page 
203. 
The HCA played a significant role in each of the core categories and core 
process and thus shaped the overall participants patienthood experience.  
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Chapter 6 Discussion 
6.1 Introduction  
This chapter synthesises and discusses the findings covered in the previous 
chapter (5) for each of the four core categories. I start the chapter by 
introducing a model that conceptualises the core categories from the findings 
(chapter 5). I have positioned the model early on in this discussion and will 
refer to it throughout as I take the reader through each of the core categories 
that make up this model. Literature and theoretical perspectives from a 
variety of sources will be used to help explain and further synthesise the 
findings.  
Diagram 8 depicts a model illustrating the conceptual elements contributing 
to patients transitioning from the known self to patienthood in a journey that 
shapes the patient experience. The model proposes that within each of the 
four elements, the HCA offers a unique contribution to this transition, both 
from being the provider of much of the bedside care and from being the 
member of staff that the patient understands is most available to them 
(Keeney et al 2005; Hancock and Campbell 2006; Kessler et al, 2010).  
I acknowledge that this model as shown in the diagram is static and therefore 
does not represent the dynamic nature of the interplay between each of the 
elements that would exist in the lived social world. Patienthood is also not an 
end point for patients and again the sequential process of writing does not 
necessarily represent the fluidity and dynamism of this concept. The reader 
is therefore reminded that as patienthood is a shifting and changing concept, 
subject to the ebb and flow of a lived dynamic social world, the model and 
the writing that supports it cannot fully reflect the complexity and inter-
relationships of the lived experience. In addition, it is worth noting that the 
HCA does not work in isolation, instead forming part of a team in a complex 
environment. This added complexity is not ignored and is addressed 
throughout this chapter, ensuring depth and richness is brought into this 
discussion. 
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6.2 Transitioning to patienthood; a theoretical model 
Diagram 8: Model depicting the relationship between the four elements 
contributing to the patient experience through the process of adaptation. 
 
 
The four core categories are depicted in this model, are as follows:  
 Participants’ expectations as they enter the healthcare environment,  
 Participants’ observations that inform them of ‘who’s who’ in this new 
social world 
 These two elements add to participants’ feelings of connectedness 
with the HCA through the interactions they have with them.  
 These first three core categories are shaped by adaptation (a fourth 
core category) as a process through which the patient develops a 
sense of patienthood.  Adaptation will therefore be referred to from 
this point as a core process to signify the position adaptation plays in 
patienthood.   
 
As part of this discussion, I will seek to illustrate the way in which the HCA 
plays a significant part in participants’ adaptation to patienthood within each 
of the above categories. A number of theoretical perspectives have been 
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drawn upon, each one underpinned by different sociological and 
philosophical epistemological perspectives. The rationale for such an 
approach is to add depth and understanding to the multiple perspectives 
narrated by the participants in this study and is congruent with a 
constructivist grounded theory (Charmaz, 2014). 
In summary the following section outlines the theoretical perspectives 
applied:  
 Symbolic Interactionist theorists, in particular the work of Goffman, will 
bring a theoretical understanding to concepts of self, identity and roles 
and how these concepts inform both the understanding of how 
participants managed themselves in a new social world and the 
motivations for the stories they told.  
 Structural Functionalists, particularly the work of Talcott Parson’s sick 
role, will help illuminate the context of the contemporary patient 
experience within secondary care.  
 Post-modernism and the work of Foucault, a post-structuralist, will 
explore the connections that participants described between 
themselves and the HCA and the influence that ‘power/knowledge’ 
has on trust and agency.  
 General nursing academic literature will help to explore care and 
humour as two focussed codes, with an emphasis upon the patients’ 
perspective. 
The sequential presentation of codes in this chapter (chapter 6) do not relate 
completely to the previous chapter (chapter 5). This illustrates the further 
conceptual development of these codes through theoretical sensitivity 
comparing data with the literature as further links and relationships are 
explored.    
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6.3 Core category 1: Expectations 
6.3.1 The positive narrative 
As participants transitioned to patienthood, they brought with them certain 
expectations that were informed, in part, by previous experience, knowledge 
and understanding. Before exploring this core category further, it is important 
to note that the overwhelming initial response in the interviews was a positive 
one, in that participant expectations had generally been met. This positivity, 
along with the resultant trust that it engendered, was expressed across the 
whole spectrum, from individual carers to the organisation as a whole and 
the wider NHS. As the interviews progressed, although participants went on 
to describe incidents and interactions that were less than positive and could 
therefore have negatively influenced their experience, they tended to 
separate these incidents from their overall experience by ‘burying’ them 
within a positive narrative or providing excuses for the staff involved in these 
incidents. There may therefore be a need to believe, rationalising these 
incidents otherwise they would lose faith, overwhelmed by feelings of 
vulnerability. 
There are methodological explanations as to how and why these positive 
statements may dominate the narrative, which have already been explored 
within chapter 3 methodology (section 4.4.1). In addition, the location of the 
interviews may also have had a part to play and this has been reflected upon 
within appendix 11. The positive response is further explored in the following 
section through the work of Festinger (1957), Kvåle et al (2015) and Gergen 
and Gergen (1983). 
6.3.2 Cognitive dissonance 
Leon Festinger’s (1957) work on Cognitive Dissonance (CD) comes from the 
social psychology discipline and helps us to understand how and why 
participants managed some of their negative experiences when faced with 
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further episodes of inpatient or outpatient exposure. CD (Festinger, 1957) 
arises when individuals experience something that is inconsistent with their 
beliefs and values bringing them towards a state of psychological disquiet 
which may be a position some participants find difficult to manage.  
It may be suggested that individuals make a significant personal investment 
in many aspects of healthcare provision, dependent upon staff and the 
system to deliver care and treatment. When they experience episodes of 
care that are less than positive their belief system is challenged. Festinger 
(1957) recognises this personal investment and suggests that there is a 
greater level of dissonance when the individual has a significant investment 
in their view as opposed to their experience. Additionally, individuals seek to 
return to a state of consistency between their expectations and their reality 
by avoiding situations that will increase dissonance, clearly a situation that is 
difficult for the patient dependent upon staff for their care and treatment. 
Festinger (1957) also suggests that individuals wanting to return to a state of 
consistency will change behaviour, and or change their belief and or through 
the acquisition of information that reduces the dissonance the latter known 
as confirmation bias.  
Changing their belief to “accommodate” or explain away poor or substandard 
experience was also evident. One participant who witnessed a number of 
years previously two members of staff treating another patient with little 
respect or dignity suggested this was just a bad day for the staff isolating the 
incident away from the belief he held that his mother’s care was of a high 
standard. 
Those individuals that have heavily invested in a particular view or 
understanding will go to significant lengths to justify their position. There are 
therefore implications for healthcare providers in understanding the negative 
experience masked or buried within a positive narrative.  
There are also implications for the researcher seeking to elicit views, beliefs 
and understandings from the participant’s perspective. We must also be 
mindful as uncovering the investment of a positive view against a negative 
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experience has significant ethical, and safety implications that need 
appropriate, timely response and management. In doing so it may therefore 
be worth consideration for how participants construct their narrative. 
Gergen and Gergen (1983, p263) describe “nested narratives” - a story 
within a story - that may provide additional understanding of why participants 
narrated an incident or episode of care that was in contrast to their overall 
narrative of positive experience. They describe the “nested narrative” as a 
broad concept deriving from an individual’s cultural or historical context, in 
which the individual presents a consistent narrative despite specific 
contrasting experiences. The concept therefore could be used to explore a 
tension or dissonance when participants described a less than positive 
experience ‘nested’ within an overall positive experience. Gergen and 
Gergen (1983) describe that the experience of dissonance may also depend 
on the duration of, and exposure to, the overall experience; those with less 
exposure or duration may be freer to act on contrasting experiences, 
therefore not bound or constricted by history and exposure. This may add 
further insight into the contemporary patient experience, for which the impact 
of reduced length of stay and increased use of day case surgery may reduce 
the duration and potential exposure to positive experience and thus bring into 
sharper focus any contrasting negative experiences.  
Kvåle et al’s (2015) work offers additional insight into how participants realign 
their negative experiences through a positive narrative. All of the participants 
in Kvåle et al’s (2015) study were seriously ill, facing life changing events 
and dependent on the staff for much of their daily activity. Kvåle et al (2015) 
observed that participants presented their views of staff in a favourable 
manner, which they described as a “positive interchange” (Kvåle et al, 2015 
p 153). With a reflexive approach framed within Goffman’s work (1969) the 
authors went on to explain that as participants portrayed staff in a favourable 
light, they potentially were indirectly rewarding staff to whom the positive 
narrative was directed and could therefore gain from this through receipt of 
timely and appropriate care and in so doing they additionally presented 
themselves as “good” patients satisfied with the care they were receiving. 
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The non-confidential aspect of some of the interviews in my study may have 
contributed to this ‘positive interchange’ through the participants’ narrated 
investment in the staff. The ‘positive interchange’ was still apparent, 
however, when participants were interviewed in a confidential space. It could 
therefore be concluded that the ‘positive interchange’ and narrated 
investment in staff was felt more deeply by the participants as they perhaps 
considered their potential future dependency on staff which may also have 
confirmed for them their role as a “good” patient.  
It could be posited therefore that the work of Kvåle et al (2015) and Gergen 
and Gergen (1983) adds to understanding of how participants absorb 
negative experiences within an overall positive narrative. This will have 
implications for how care staff, managers and researchers seek to gain a 
more insightful view of the patient experience. There also needs to be 
consideration for how the good patient role that may be adopted by some 
could dominate their beliefs and subsequent behaviours. This has the 
potential to hide a reality that may otherwise have provided opportunity for 
service improvement. 
The epistemological perspective of constructionism does not, however, 
recognise one single truthful reality or an objective truth (Crotty, 1998; Blaikie 
2007). As previously noted social constructionism is used to refer to the 
influence the social world has on the individual’s perception, meaning making 
and understandings (Gergen, 2009). As such, the positive narrative that has 
been presented by the participants represents the meaning and sense made 
of their world as they have experienced it. It should therefore not be 
assumed that this view is any less valid than any other meaning or 
interpretation. What these concluding thoughts offer is how these multiple 
realities have meaning for both individuals and service providers. The use of 
single questions for patient experience measurement (NHS England 2013b) 
is therefore likely to elicit a positive response without capturing some of the 
hidden negative narrative, with further methodological implications for the 
researcher.     
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6.3.3 Nostalgia 
Nostalgia played a part for some participants, with previous experience firstly 
shaping their expectations of patienthood and secondly acting as a point of 
reference or frame with which to understand the present. Howard (2012) 
suggested that nostalgia is defined by a past experience that is more positive 
than the current one (Davis, 1979; Hutcheon, 2000), in which it is not 
possible to recreate or recover the past.  
 
One participant’s recollection of a “golden age” led to him articulating 
disappointment when the reality of contemporary patienthood did not match 
the perceived past. Notwithstanding this nostalgic view of past experience, 
the participant gave a very positive account of his current patienthood 
experience and of the experiences of those close to him. He could find no 
fault with his overall current experience, despite referring to a time past that 
he saw as better. Howard (2012) suggested that selective memory may also 
have a part to play in idealising the past, which may help us to understand 
why this golden age was recalled from the participant’s perspective. In the 
context of nostalgia, selective memory involves selecting only positive past 
experiences that are then projected on to, and contrasted with, current and 
future experiences. This may partly explain the disconnect between past 
perception and current experience that was described by the participant. 
 
Another participant articulated that her current connections with staff were 
not as strong as her past connections had been when she had worked as an 
auxiliary a number of years previously. She too looked back and described 
feelings of disappointment when those connections most particularly with the 
RN were not as she had expected for her present. This sense of 
disappointment was informed by her work as an auxillary as she transposed 
the relationships she had with the RN and other staff onto what her 
expectations were for her patient experience. Additionally, it could be 
suggested that her working relationship with patients in her care was going to 
be reciprocal; what she felt for the patients in her care would be as she 
understood in their response to her when she entered patienthood. It was 
however the HCA who provided continuity for her, building a depth of 
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relationship that compensated for her lack of connectedness with the RN, at 
the same time moderating her expectations.  
 
As participants recalled more current episodes, they often looked back fondly 
on earlier moments when the HCAs had gone above and beyond their role. 
These moments were recalled by some with an immediacy and a strength of 
description as to how those episodes made them feel. For others, these 
recalled memories were more transient; often prompted by something in the 
interview that drew them to that particular episode.  
 
Being cognisant of the existence and impact of nostalgia provides the HCA 
with an opportunity to assist the patient in re-positioning their past 
experiences within the context of their current experience if appropriate to do 
so. It also provides an insight into the way in which seeds of future nostalgic 
recollections can be sown through positive patient experiences in the 
present.  
6.3.4 Trust and Faith 
 
Many participants told of their ongoing trust and faith in various combinations 
of: the NHS, the organisation, the clinical area or ward and the care staff. 
Trust, as a concept, was narrated by the participants directly as they 
reflected on their feelings and experiences, which were described from a 
variety of patienthood and contextual positions. These findings concur with 
Hagerty and Patusky (2003), who suggested that trust is contextual, 
situational, perspectival and multi-dimensional. As such, trust is linked to 
many of the sections within this discussion and will be signposted where 
relevant.  
As participants used the words ‘trust’ and ‘faith’ directly, the commonly 
accepted definitions are worth noting as they are often used interchangeably 
but have different meanings. The Oxford English Dictionary (2016) states: 
Trust; a firm belief, a confident expectation. 
Faith; complete trust in a person or thing, a promise, loyalty or 
sincerity, a religious belief. 
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Trust describes a certainty in the face of contingent outcomes; an absolute 
confidence that was articulated by many participants. Trust as a word is 
common in everyday language and is often used with varying degrees of 
intensity, as described by Giddens (1990). The participants used the word 
‘trust’ as related to an experience or an interaction: something tangible that 
they could relate to. Giddens (1990) supports this, adding that, in modernity, 
trust needs a different understanding. A shift from trust based in custom and 
tradition but one related to a greater extent to risk as there are more 
uncertainties in the globalised modern world. 
Faith, by way of contrast, was of a higher order and therefore less tangible. It 
invoked a feeling or sense that was held, or alluded to, by participants. For 
some, faith had an almost spiritual dimension, representing a validation of 
what the NHS had achieved for them and their health. The existence of faith, 
either in an individual or in a system, leads to trust in the face of uncertain or 
contingent outcomes. In turn, trust provides individuals with confidence that 
certain desired outcomes will be achieved. Faith is therefore a pre-requisite 
for a trustful state (Giddens, 1990).  
The domains of trust, as identified by Hall et al (2001) and Ozawa and Sripad 
(2013) are: communication, honesty, competence and confidence. The inter-
relational aspect between patient and care providers is of paramount 
importance and influences patient satisfaction (Safran et al 1998; Platonova 
et al 2004; Thom et al, 2004), symptom improvement (Thom et al, 2004) and 
access to medical care (Russell, 2005). Relatives of end of life patients also 
suggest trust is an essential element in their loved ones’ care (Heyland et al, 
2006). Dinç and Gastmans’ (2013) literature review identified that trust, whilst 
an essential element in the dynamic of the nurse patient relationship, is 
fragile and susceptible to influences that can variously break or repair it. 
Trust may be shaped by previous experience of healthcare and is also 
related to nurse competence and caring qualities (Dinç and Gastmans, 
2013).   
The concept of trust therefore appears to be complex, situational and bound 
up with the relationship between the individuals concerned, as identified by 
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Frederiksen (2012). The following sections on trust and mistrust illustrate 
these themes in more depth.  
6.3.5 Trusting in the system 
For some, expressions of trust related to the overall system of healthcare 
delivery and therefore represented a higher order of trust that was effectively 
‘faith’ based, a reference that was used by one particular participant as she 
spoke about her enduring “faith” in the NHS and the organisation where she 
had received her treatment and care. Participants described trust as an 
accepted part of their patienthood and had either no reason to question their 
level of trust or had given the concept little thought. This level of trust may be 
in part explained by the relationship between interpersonal trust between 
doctor and patient and trust at an organisational level (van der Schee et al, 
2007; Ozawa and Sripad, 2013; Fuglsang and Jagd, 2015). 
Simmel (1950 p 318) proposes that trust is a confidence between what is 
known and what is not. 
“a hypothesis certain enough to serve as a basis for practical 
conduct.”  
Giddens (1990, p33) explains that trusting in another comes about from an 
understanding of the ‘probity’ of the other, in other words that they will ‘do the 
right thing’ based on moral and ethical behaviours. He also suggested that 
trust is closely aligned with having confidence and reliance of a person or 
system, where full and transparent information is not available.  
Simmel (1950, p318) sees faith as a higher order, mystical and 
unaccountable phenomenon that lies beyond the more tangible trust-based 
confidence. This ties back to the findings, in which participants generally 
expressed faith in the NHS or organisation, rather than using faith with 
respect to staff at an individual or collective level. There is a further impact 
on participants’ faith in the organisation and wider NHS arising from the 
relationship between staff and patients. Giddens (1990, p88) describes trust 
as arising from “facework” commitments between individuals as a result of 
direct interactions. He goes on to explain that “facework” activity can 
contribute to “faceless commitment”, in which there is faith in the workings of 
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what is a largely unknown system. This therefore helps to understand how 
face to face interactions can engender in patients a greater sense of trust 
and faith in the wider organisation. It may also help us understand the non-
questioning, trusting relationship that many participants had with the 
organisation and the NHS.  
The expressed faith that participants described in the organisation and NHS 
is further explained by Fuglsang and Jagd (2015). They state that in 
situations where organisations or institutions are regulated and are relatively 
stable (which arguably describes the NHS), trust is enabled and may 
influence both inter-personal relationships and the relationship individuals 
have with the wider organisation. This was evident from some participants’ 
narratives, in which they described the trust they felt across all their 
encounters and experiences. In those situations, where they had no reason 
to doubt their trust, it transcended all dimensions of healthcare at a macro, 
meso and micro level.  
This expressed trust across all dimensions of healthcare contrasted with the 
wider contemporaneous NHS narrative and context. At the time of the 
participant interviews, the NHS was the subject of negative media coverage 
related to failing services (BBC, 2015) and stressed NHS workers (Guardian, 
2015). This wider context for the participants’ patienthood could potentially 
have impacted on the trust they expressed in the NHS and in the staff 
delivering their care. Within this doctoral study, however, despite the 
negative national backdrop, participants expressed trust that had been 
informed by their local experiences, which contrasted with the media reports. 
This difference between media narrative and participant experience could 
also in part be illuminated by Simmel (1950), who suggested that trust is 
connected with one’s knowledge of the ‘other’. Our knowledge of the ‘other’ 
may not be enough to inform expectations and so, not knowing how an 
‘other’ will perform, we assess the probable outcomes based on what we are 
familiar with. It could therefore be posited that the participants’ positive 
familiar experiences engendered trust in the wider context of health provision 
and that, despite the negative media coverage, their trust base was not 
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destabilised. It is therefore worth noting that participants’ own experience 
appeared to transcend the anticipated experience informed by the media.  
Möllering (2001, p 412) additionally describes trust as the “mental leap” that 
is taken from a position of the known, interpreted and understood across to 
what is expected but is not known. This concept may help to illuminate the 
views of those participants who felt there was no alternative other than to 
have trust in staff with whom they had little knowledge or experience, basing 
this trust on their known past experiences. 
6.3.6 Trust and immediacy 
Many of the participants described situations where they knew little about the 
HCA caring for them, had not met them before or were subjected to new 
relationships due to teams swapping over following a period of consolidation 
with previous staff. The ability of individuals to bring immediate levels of trust 
into a relationship is of significant importance within healthcare today, 
especially with a fast paced clinical area and reduced length of stay. Some 
HCAs were able to quickly engender trust in their interactions with the 
participants, as evidenced by the participants’ narratives. 
 
Hagerty and Patusky (2003) challenged the traditional linear view of 
establishing foundational trust before the nurse patient relationship (NPR) 
can flourish, leading to mutual goal achievement. They suggest that this 
linear model is limiting in contemporary healthcare, where short immediate 
relationships need to function to negotiate care and personal goals where 
there has been little or no opportunity to lay the foundations of trust. They 
instead reconceptualise trust within a theory of human relatedness (THR), 
which in turn reduces the emphasis on trust and time but re-emphasises the 
immediacy of the interaction and what is important to both patient and carer. 
Consideration needs to be given, therefore, as to how the immediate 
relationship between HCA and patient can be further enhanced. This is 
particularly the case within settings such as OPD, where traditional models of 
care may need to be revisited if the NPR is to be enhanced.  
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The impact of trust in a longer term relationship, for example with patients 
who experience an extended length of stay, can, however, be interpreted 
through a traditional linear sequential progression. This scenario, together 
with the concept and potentiality of the dyadic relationship of HCA and 
patient, will be explored more fully in meaningful connections (section 6.5). 
 
6.3.7 Trusting in the uniform 
Further context for the trust implicit within one to one situations between staff 
and patient can be gained from the work of Joseph and Alex (1972) on 
uniforms. Despite the early date for this work Timmons and East (2011) note 
that it is of significance today as there is little research on uniform within 
healthcare as a central issue (Timmons and East 2011; Hatfield et al 2013; 
Jenkins 2014).  
Joseph and Alex (1972) explore the role of uniform on interactions between 
the wearer and non- wearer. The observer of the uniformed wearer has 
some expectation of the performance of the wearer in their capacity as a 
member of the denoted group and will also have some knowledge of the 
duties undertaken and interact accordingly.  
For the participants who were dependent on one to one care, vulnerable and 
reliant on others in meeting their needs, the uniform offered a point of 
identification and reassurance. Joseph and Alex (1972) see the uniform as a 
point of separation between the wearer and non-wearer. The participants 
took on the role of the non- uniform wearer and therefore were constantly 
reminded of the difference between them as patients and the uniformed staff 
as the uniformed staff behaviour is anticipated and understood within the 
frame of reference of the uniform. Joseph and Alex (1972) do not necessarily 
see the difference and separation as detrimental to interactions and 
relationships so long as the difference is not exploited by the wearer. The 
consequence of such exploitation is suggested by Rafaeli et al’s (2008) study 
citing Milgram’s (1963) experiment an unfailing compliance to the 
authoritative uniformed wearer.  
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6.3.8 Mistrust 
Some participants expressed mistrust, mainly directed at individuals involved 
with their immediate experience and rarely transcending to staff in general or 
the wider context of the NHS. This mistrust sometimes manifested in a 
heighted state of vigilance either for themselves or for other patients whom 
they cared for. In consequence, vigilance is referenced throughout this 
chapter but as a separate concept it is explored more fully in adaptation 
(section 6.6 and 6.6.4).  
Availability and accessibility of staff is an important dimension of 
interpersonal relationships. One participant told of leaving her mother in the 
care of a ward where there was a high level of staff availability, where the 
HCAs were visible and built strong, caring relationships with the patients and 
the relatives. The level of mistrust this participant felt when leaving her 
mother on a subsequent ward where there was less availability and 
accessibility to staff left her with a heightened state of vigilance. This left her 
expectant of substandard care and therefore managing and supervising her 
mother’s care herself to avert any issues before they happened. Frederiksen 
(2012, p737) posits that proximity may influence and shape our belief and 
understanding of trust. He suggests that in relationships based on low 
proximity (less availability and accessibility), the individual may expect or 
suspect a level of mistrust. This contrasts with high proximity relationships 
that are likely to be based upon “confident dependence”, which may help 
breach the mental leap as described by Möllering (2001).  
This ‘confident dependence’ articulated by Frederiksen (2012) cannot, 
however, explain the immediate belief and trust in staff who provided the one 
to one care that participants described as they woke from their anaesthetic. 
Unable to look after or care for themselves during this stage in their patient 
journey, the one to one relationship with care staff that would normally 
facilitate higher levels of trust had not yet been established or had the time to 
develop. The participants often had no knowledge of their carers before they 
woke from the anaesthetic, given that they often entered the ward for the first 
time following their procedure. The immediate trust described by participants, 
in these circumstances, is best explained by trust in the organisation and 
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NHS, as described by Giddens (1990) “faceless commitment”, and the trust 
in regulated organisations as described by Fuglsang and Jagd (2015). The 
mental leap (Möllering, 2001) taken by the individual and proximity 
(Frederiksen, 2012) of staff reinforce trust as the one to one relationship 
continues and develops.   
The issue of proximity being related to higher levels of trust can be further 
illustrated by the situation when one participant experienced a life 
threatening complication. She felt there was nothing she could do other than 
to continue to trust the staff and their skills, whereas her husband was less 
trusting across the entire spectrum from the direct care staff to the NHS as a 
whole. The participant clearly had a number of high proximity relationships 
that may have partly mitigated any mistrust, whereas her husband, whose 
experience would have been of lower proximity, did not have that brake on 
the level of mistrust. Interestingly, the same participant did not express an 
equivalent level of trust in her mother’s care, which may indicate that her 
lower proximity to staff in respect to her mother’s situation effectively 
mirrored her husband’s lack of proximity and consequent viewpoint on trust 
with respect to her care.  
This participant narrative illustrates that there is often a difference between 
what one is prepared to accept and tolerate for oneself and what one is 
prepared to accept on behalf of another. This further validates the idea that 
trust is a relative concept that varies in strength depending on the proximity 
of the relationship between carer and patient or family member.  
Another consideration in situations such as the one described above is the 
tension between adopting a compliant conventional patient role in which the 
patient doesn’t want to be seen as a nuisance versus a role where the 
patient is perceived as being more demanding of staff time and resource. 
This issue is considered later on in the chapter when addressing asking for 
help (section 6.6.5).   
“Misplaced trust” was not alluded or referred to by participants but does 
provide an additional dimension when considering trust. Andreassen et al 
(2006, p240) suggest that the state of imbalance resulting from unconditional 
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trust should not be allowed to develop. There are obvious patient safety and 
ethical implications that could arise from such an imbalance. Andreassen et 
al (2006, p240) explore the relationship between clinician and patient 
suggesting the potential for misplaced trust will be reduced where the 
interaction between clinician and patient is positioned as a partnership. The 
relationship between HCA and patient may be viewed as located within the 
concept of partnership as described in the section reciprocity and mutuality 
(section 6.5.4). It could therefore be posited that trust between HCA and 
patient is not subject to the concept of misplaced trust so long as the HCA 
patient relationship is one where there is recognition of the reciprocity and 
mutuality between them.  
There are points when patients trust the HCA will transfer information they 
have imparted to them appropriately. Limited or reduced control of 
transference of information was identified by Spilsbury and Meyer (2004, 
2005) as a potential area of concern in their study, due to a tension that may 
exist between RN and HCA. Participants in my study did ask the HCAs for 
information outside of their jurisdictional role. Although this implies that 
participants did not have cause for concern about the safe and timely 
transference of information, the literature suggests that problems can occur 
(Spilsbury and Meyer, 2004, 2005). The HCA and RN relationship, and the 
tensions that can result in reduced transference of information, is therefore 
necessary to understand to ensure patient safety and positive experience. 
The concepts of trust, mistrust and misplaced trust infiltrate and permeate 
many aspects of patienthood and the patient experience. As a concept, trust 
is complex and is neither static nor stable. It is also subject to macro, meso 
and micro influences, all of which have the potential to shape and inform 
patients’ expectations of future healthcare experiences. Employers and 
managers involved in recruitment, training and development of staff need to 
consider how trust can be enhanced within the immediate and longer term 
nurse-patient relationship whilst acknowledging and mitigating the potential 
for mistrust and misplaced trust.  Any strategies employed should involve the 
HCA, as their contribution to participants’ feelings of trust within the 
immediate and dyadic relationship is very significant.  The trust engendered 
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within these direct relationships should also have a positive cascade effect 
for the organisation as a whole that will ultimately enhance reputation and 
the overall patient experience.  
6.3.9 Summary  
Due to the high level of availability and accessibility of the HCA to the patient 
(Hancock and Campbell, 2006; Kessler et al, 2010; Cavendish, 2013), it is 
proposed that the HCA is in a unique position to support the patient as they 
enter this new social world, managing expectations through an enhanced 
understanding of the patient perspective.  
In seeking to gain greater understanding of the patient perspective, there 
needs to be an awareness of the positive narrative that may hide 
experiences that are less so and may otherwise be missed. This includes 
organisational survey techniques that seek to measure the patient 
experience, and research inquiry that aims to gain depth of insight.  
The engendered trust placed within the NHS, the organisation and the staff is 
an area of research that if explored from the patient HCA dyad would provide 
opportunity to see how misplaced trust and mistrust impacts upon patient 
safety.  
Recognition of the impact the HCA has on building a trusting immediate 
relationship in contemporary healthcare is essential and illustrates the 
importance of this relationship. Not attending to the impactfulness of this 
relationship in terms of recruitment, education and training of the HCA 
suggests a missed opportunity for understanding and improving the patient 
journey to patienthood and their patient experience. 
 
6.4 Core category 2: Observation 
 
6.4.1 Role identification 
The participants interviewed for this study were all at various points in their 
individual patient journeys and articulated differing levels of comprehension 
and interest with respect to ‘who does what’. Kessler et al (2010) suggest 
that it is important for the patient to be able to distinguish between the HCAs 
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and other members of staff, emphasising the importance of explaining these 
differing roles to the patient so they know who to ask for what.  
Those who were concerned to identify roles and responsibilities used various 
techniques to work out ‘who was who’. One approach was by association of 
uniform with task, which suggests a symbolic representation through the use 
of uniforms to assist participants in working out what to expect in terms of 
behaviour and professional status. A number of participants used staff 
names to differentiate roles, which suggests that the relationship component 
of the interaction was of importance to them in identifying ‘who was who’. 
This latter point has been of concern to the work of Kate Granger and the 
“My name is...” campaign (drkategranger, 2013) endorsed by Jane 
Cummings and the 6Cs initiative (NHS England, 2013a).  
Another technique of identification relied on observing tasks performed by 
staff, for example the administration of medication that was only undertaken 
by RNs. By contrast, some participants appeared unconcerned as to ‘who 
was who’, instead trusting that the system took care to ensure the right staff 
with the right qualifications and experience were supporting them. Others 
perceived no difference between RNs and HCAs, seeing the care staff as a 
homogenous grouping.   
Uniform was worn by all nursing and HCA staff and therefore offered an 
immediate point of potential recognition for participants. Some participants, 
however, were unsure as to who the HCAs were, raising questions about the 
usefulness of uniform as a means of identification. Uniforms offer practical 
solutions within healthcare, assisting with issues of infection control and 
ergonomics (RCN, 2013). The observer of the uniformed wearer notes 
professional identity and gains reassurance of that identity, as suggested by 
Joseph and Alex (1972), as the uniform provides a visual legitimacy to the 
group membership. A similar position was taken by Goffman (1969, p34) in 
his understanding of how uniform forms part of the “personal front”, the 
“appearance” of the “social status” presented to the observer, and thus what 
behaviour is associated with, and expected from, the individual in that 
uniform. These broad observations around uniform do not, however, 
221 
 
consider the complexities and subtleties that arise from the wide range of 
types and colours within healthcare today (Jenkins, 2014) an issue which 
Clavelle et al (2013) noted was not of concern to the patients in their study. 
Joseph and Alex (1972) do, however, suggest that with the proliferation of 
uniforms there is the potential for confusion, with a more recent study 
confirming such difficulties (Kessler et al, 2010). 
‘Stratified homogeneity’, as described by Rafaeli and Pratt (1993), is the 
difference in colour of uniforms within the professional group that provides a 
visual representation of the group’s implicit hierarchy. Within the UK, there is 
no central policy on uniforms within the hospital setting (Timmons and East, 
2011), but the colour shading within many organisations is blue for nurses, 
the darker blue often denoting the more senior RNs. Within the context of 
this study the HCA wore brown, which clearly does not sit within the palette 
of blue, and one particular participant referred to the HCA as the ‘brown 
coat’, indicating that patients themselves perceive the colour difference. The 
fact that some hospitals use brown for HCAs may imply that the healthcare 
system sees the HCA as not being part of the nursing family and therefore 
requiring a colour reference that differentiates them from the professional 
group. Joseph and Alex (1972) suggest that pride in wearing the uniform 
relates to the prestige accorded to that uniform. Although they form part of 
the hierarchical structure of the ‘uniform wearing’ professional, the 
contrasting uniform colour of HCAs may act as a reminder that their status is 
at the lowest rank and therefore not recognised as being positioned within 
the professional group of nursing. One organisation in Kessler et al (2010) 
study recognised that there were benefits for the HCA in bringing them into 
the nursing family changing their uniform colour from purple to blue. 
Organisations may therefore wish to consider that the stratification 
demarcation resulting from the use of a different colour of uniform for HCAs 
may not support their acceptance by the patient, or indeed the HCA 
themselves, within the caring workforce. The demarcation may also impact 
on the nature of the relationship between patient and HCA, potentially acting 
as a barrier to patients requesting help from the HCA on what they consider 
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to be issues for professional staff, such as medication and symptom 
management. 
Hertz (2007) additionally suggests that the symbolism of a uniform may be 
interpreted differently by individuals, which she explains in terms of Santino’s 
(1998) work studying the different perceptions of the African American 
Pullman porter as narrated by them. For the passengers, the uniform was a 
reminder of their superior economic status and the deferential position of the 
porter. To peers of the African American porter, however, the uniform was 
perceived as a step up from the working class clothing worn by farm 
labourers. The HCA may therefore perceive the lack of uniform homogeneity 
as a reminder that they are often not recognised at a national or local level 
their contribution to the professional group. The nature of the uniform has not 
yet been determined for the new “Nursing Associate” (NHS HEE, 2016) role, 
which sits above the HCA in the care staff hierarchy. It will therefore be 
interesting to see what colour is adopted and whether the colour sits within 
the palette of blue to imply location with the professional group or is not, 
positioning it within the assistant role stratum.   
Recognition of staff and their roles through the observation of tasks and task 
performance may be supported by Goffman (1969). His work offers insights 
into role and performance by addressing how individuals bring about and 
portray their outward appearance, their socialised self, in their day to day 
activities. He does this through the dramaturgical metaphor of theatre, which 
suggests individuals are akin to actors on a stage, and uses dramaturgical 
terms to position the performers, the audience and the various roles.  
Goffman (1969) identified that the performer and audience roles are 
interchangeable, affective and interdependent. When applying his work to 
the complex interactions between patients and staff, this suggests that staff 
and patients take on either actor or audience role. Much of the literature that 
references Goffman’s (1969) work however takes the position of role 
performance for staff (Holmes 1992; Hildebrand et al 2009; Lewin and 
Reeves, 2011; de Vries-Erich et al, 2016) and not the patient and therefore 
my approach may provide a different perspective and added insight into the 
patient role. 
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Successful performance or presentation of the performer (the self) is 
achieved through impression management, employing verbal and non-verbal 
(body language) approaches to present the self to the audience and thus 
produce a performance. The setting and dramatization of staff at work 
therefore helps us understand how patients may perceive the HCA and RN 
activity. It also provides us with an understanding that our performance, 
when being observed by patients, may impact on their perceptions of our role 
and responsibilities.  
Although medical and surgical duties for the nursing staff within 
contemporary healthcare are different to the circumstances prevailing in 
Goffman’s (1969) work, the concept of participants identifying staff 
designations, roles and responsibilities through observation of tasks 
performed may still have relevance today. Goffman (1969, p41) noted a 
difference between the very visual and “purposeful” activities of the surgical 
nurse as compared to the less visually obvious activities of the medical 
nurse. He suggested that patients recognise and acknowledge the obvious 
visual activities (for example, the surgical nurse managing orthopaedic 
frames, dressings and infusions) whereas they don’t necessarily identify the 
more subtle work undertaken by staff (for example, the medical nurse 
observing patient breathing and other outward signs as an indicator of health 
while he/she communicates with the patient). The setting of the performance 
is further enhanced by the machines and technical equipment located or 
brought to the patient’s bedside for example the IV machines that serve as 
an additional means of identifying the roles through the staff engagement 
with these machines. There may be an opportunity therefore to help patients 
identify the variety of roles through their visual and observable tasks and 
activities rather than reliance upon uniform and or name. 
Role identification is complex and depends upon many factors which include 
the patients’ capacity and capability to retain information at the start of their 
patienthood and build a coherent sequential picture of who does what 
despite activity not always being so clear. 
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6.4.2 Role boundaries 
For those participants with an interest in ‘who does what’, there is a related 
concern around where one role ends and another begins, which can be 
conceptualised as boundary working.  
Using the earlier example of IV machines, some participants noted in hushed 
tones that HCAs were responding to, and silencing, machines that alarmed. 
Although not expressly mentioning a concern, the tone used by participants 
in relaying this information suggested that they had an awareness that this 
activity was outside their role responsibilities.  
Another example of boundary working is when a number of participants 
described asking the HCA, in the absence of the RN, for interpretation of 
information initially communicated by doctors during ward rounds. In most 
situations, the HCA declined to answer such queries and instead requested 
assistance from the RN. The output from this study therefore indicates that 
the boundary of responsibility in this context was adhered to. This is in direct 
contrast to the work of Spilsbury and Meyer (2004, 2005), who suggested 
that the bedside work of the HCA, and the information gathered therefrom, is 
not necessarily transferred to the RN due to limited opportunity and lack of 
suitable mechanisms. Spilsbury and Meyer (2005) add that transference of 
information may be consciously withheld by the HCA in situations where 
there are tensions between RN and HCA, which suggests the HCA may be 
attempting to hold onto the power they have gained through access to this 
knowledge (further explored section 6.5.10). The work of Ceci (2004) adds to 
this perspective, wherein she described a situation in which there was a 
failure to recognise and acknowledge the nursing concerns that were raised 
when a number of child deaths occurred during or after heart surgery in a 
Canadian Hospital in 1994. A similar situation was noted in the Francis 
Report (The Mid Staffordshire Public Inquiry, (MSPI, 2013)) resulting in 
‘freedom to speak up’ policy (NHS Improvement, 2016a) addressing how 
staff can now raise their concerns of risk, malpractice and wrongdoing 
without fear of reprisal. The lack of acknowledgement for the RN in Ceci’s 
(2004) work was partly explained by the nurse’s subordinate position in 
relation to the medical and anaesthetic staff, which indicated that a truth can 
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be ignored or lost when it is perceived by someone further up the hierarchy 
as not worthy of listening to. This gives rise to a concern whereby the HCA 
has information that can be missed or ignored by those in a position to 
assimilate and act on that information, with a resultant impact upon patient 
safety and experience. Organisations therefore need to consider the 
traditional, hierarchical structure of workforce in situations where hierarchical 
power is greater than the individual voice, making it more difficult to transfer 
information where necessary.    
The participants implied that the immediacy of the moment was lost in those 
situations where the HCA had to ask for assistance from the RN or was 
unable to answer the participant’s request. Although patients accepted there 
was a difference between the roles and capabilities of RNs and HCAs, there 
was a potential disconnect arising from this situation. As the participants 
generally did not have such an immediate and nuanced connection with the 
RNs as they had with the HCAs, there could have been a missed opportunity 
for a deeper level of connection that could otherwise have been established. 
Notwithstanding this potential problem, there is an opportunity in this 
circumstance for the RN to build meaningful and trusting relationship based 
upon the THR (theory of human relatedness) as posited by Hegerty and 
Patusky (2003) 
One particular participant was concerned when an HCA suggested a solution 
to their request that the participant perceived as being beyond the HCA’s 
jurisdiction. This raises the question as to what the HCA was permitted to 
discuss with the participant and whether any of the knowledge and 
information being drawn upon sat outside the HCA’s jurisdiction. Ceci’s 
(2004, p1884) work looked at power, knowledge and acknowledgement of 
truth through a Foucauldian lens and suggested that we will not be seen “to 
know” unless our knowing is confirmed by the listener. In this particular case, 
the participant did not validate the HCA’s claim of ‘knowing’, which gives rise 
to further questions as to whether this lack of validation might impact on the 
HCA’s future behaviour in such situations. This particular situation which left 
the participant in a heightened state of vigilance (addressed further in section 
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6.6.4 resilience); uncertain and concerned as to who was legitimised to do 
what for her.  
Other participants saw potential for the HCA to take on more duties and 
tasks, particularly in situations where the HCA was working in extreme 
conditions and at the boundary of their jurisdiction. The participants who 
commented on this did so from the perspective of seeing only the restrictive 
nature of such boundaries, which some suggested was a wasted opportunity 
for role development. The participants, however, would not have taken into 
account the need for controlled development of roles and the resultant 
implications for patient safety.  
This may however provide an opportunity to think differently about how 
service delivery could be developed to meet the needs of the patient, rather 
than the restrictive nature of organisational and professional boundaries. 
 
6.4.3 Summary  
The HCA role at present remains an unregulated, unregistered practitioner, 
who at present sits outside the professional boundary of nursing (DH, 
2013b). As such, the role differs from that of the RN (RCN 2004) despite 
carrying out much of the bedside care (Hancock and Campbell, 2006; RCN, 
2007a; Kessler et al, 2010; Cavendish, 2013). The identification of such a 
role from the patients’ perspective is not without difficulties and appears to be 
addressed by uniform in many organisations. The symbolic representation of 
uniform in general as an identification of professional staff does not appear to 
be problematic it is the number and diversity of uniforms that is difficult for 
patients to navigate. Using a number of other strategies to work out who is 
who patients build up a knowledge base of who is who and who does what, 
which may be worth considering in helping patients orientate to this new 
social world, dependent upon role clarity and understanding of boundary 
working that may add to confusion. 
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6.5 Core category 3: Meaningful connections 
 
Participants described their relationships with staff, including HCAs, as being 
at varying levels of connectedness and intensity, ranging from a distant 
transactional relationship based on meeting immediate needs through to 
situations where there was a level of connection likened to the ‘love’ more 
usually associated with one’s family members.  
 
There were a number of factors that contributed to the relationship between 
staff and participant. Time was a factor that participants referenced from two 
main perspectives. There was firstly the time staff spent on individual 
relationships, which ranged from the ‘fleeting’ amount of time spent in 
meeting the participants’ immediate care needs to spending as much time as 
possible with the participant. Secondly, time was described by reference to 
the duration of participants’ patienthood, whether for inpatient or outpatient 
settings. The factor of trust, discussed earlier in the expectation section, also 
played a part in the connection participants felt with staff. The factors of 
humour and tokens of friendship were deployed as strategies at times by 
both HCA and participant to bring about greater connection within the dyadic 
relationship. In addition, there were environmental factors that influenced the 
relationship, which included the workload and consequent availability of staff 
within a bay of six as compared to an individual side room. 
 
The comfort and consideration contributed by the HCA in meeting the 
participants’ care needs had both a physical and an emotional dimension. 
Some participants described a physical response to interactions and others 
alluded to interactions where their emotional needs were met through acts of 
reassurance and presence and through appreciation and anticipation of their 
needs. Participants described the care they received in terms of the way staff 
undertook tasks and duties, in which interactions were often punctuated with 
moments of connectedness. These, often transformational, interactions 
illustrated how the HCA brought more than the performance of mere tasks to 
the participants’ experience, in contrast to episodes where tasks were 
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conducted in a manner for which the participants alluded to a resultant 
disconnect.  
6.5.1 Transformational interactions. 
For many participants the HCA was seen as being skilled in bringing about 
combined episodes of task and connection and in initiating further 
connections with them as they went about their day-to-day work. 
Participants also described interactions in which there was exclusivity ‘in the 
moment’ between them and staff which contributed to their sense of holism 
and humanness. This exclusivity also provided a reminder to them of their 
dependencies that required the sole attention of the carer and acted to 
provide confirmation and validation both of their role as a patient and of their 
patienthood a concept later explored in the adaptation (section 6.6).  
An additional aspect to this one to one exclusivity, which was experienced by 
some participants, was the inclusion of members of the participant’s 
immediate family in an extended exclusive narrative shared between them 
all. Participants who described this aspect had all been patients for a 
significant period of time and they all welcomed the fact that their care 
extended to incorporate the care and consideration for their immediate 
family.  
These one to one moments were very important to participants and 
contributed to the patient-HCA dyad. The “nurse- patient” dyad is often 
researched from the perspective of RN and patient (Shattell 2004; Tejero 
2011; Evans, 2016) without mention or recognition of the HCA. Shattell 
(2004) noted that much of the literature focussed on the perspective of the 
RN, which may therefore act as a limitation on the transferability of findings 
to the HCA-patient dyad, particularly from the patient perspective. Tejero 
(2011, p994) posits that the dyadic interaction between patient and nurse is 
about more than just the moment; it suggests a connecting relational link 
where the elements of the interaction work cumulatively to greater effect than 
they would as individual elements. This results in an integrated interaction, in 
which there is synergy and bonding that helps to bring about an optimal 
outcome for patients. Some of the literature points to the technical 
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competency of the RN as a factor that contributes to the strength of the 
nurse-patient dyad (Curley, 2007). Tejero’s (2011) quantitative study 
explored the mediating impact of the nurse-patient dyadic relationship in 
terms of patient satisfaction. She concluded that patient satisfaction was 
enhanced when the RN imparted knowledge around medication and health 
that increased patients’ compliance with treatment and improved health. It is, 
however, more difficult to identify how the HCA could contribute with respect 
to dissemination of knowledge due to jurisdictional limitations of the role. This 
suggests that further research into the concept, impact and potentiality of the 
HCA-patient dyad may be necessary, particularly from the perspective of the 
patient adding to greater depth of understanding of the patients’ dyadic 
relationships.  
Participants recognised that staff worked hard, often under difficult 
circumstances, and were aware of the demands placed upon staff when 
working under extremes. They also alluded to the qualities necessary to 
carry out responsibilities effectively and were sometimes in awe at the 
capacity and capability of the staff to deliver high standards of care in such 
circumstances remaining patient and not losing their professionalism.  
This ability of staff to perform under difficult circumstances is in part 
explained by the theories around the emotional labour of nursing and how 
practitioners ensure the patient is met with care and compassion (Smith 
1992, 2012; Huynh et al, 2008).  
Nurses drew upon both deep and surface emotions (Hochschild, 2003; Smith 
1992, 2012) to manage both themselves and the situations they found 
themselves in throughout their working day (Smith and Lorentzon, 2005). 
Emotional labour was first described by Hochschild’s (2003) description of 
flight attendants, in which she suggested that effort is required to manage the 
negative emotions and feelings into socially accepted and organisational 
behaviours. 
Surface emotions are those emotions that are kept in check in order to 
demonstrate the ‘public’ persona of professionalism, which requires effort or 
‘labour’ whenever the professional is interacting with the patient. The ‘public’ 
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persona of the HCA was recognised by participants and described by them 
as being caring, capable and considerate; not seen as ‘labouring’ (Smith, 
2012), but as the qualities inherent within an individual or comments made 
more generally to all HCAs. This inherent characteristic of emotional labour 
has been previously suggested by others (Hunter 2001; Foster and Hawkins 
2005, Gray, 2009,) where they add that it has the potential to contribute to 
the therapeutic relationship. The personal value felt by participants of such 
observations was alluded to however, at an organisational level there is the 
risk that this value is not recognised (Smith and Gray, 2000; McCreight, 
2005; Hunter and Smith, 2007) or is seen as a reward in itself (Hochschild, 
2003).  Smith (2012) posits that the advancing technological roles and 
medicalisation of the RN has seen the HCA more involved in emotional work 
where there are implications for care delivered by the HCA if emotional 
labour is not managed and supported. Additionally, Kessler et al (2010) 
suggest that much research has been conducted from the RN perspective in 
particular emotional labour that has largely ignored the HCA. 
For meaningful connections and care to be maintained by staff there needs 
to be recognition of the deep emotional labour required. However, the 
delivery of deep emotional labour needs an understanding of oneself, a liking 
of oneself and an ability to reflect and continually develop (Stein-Parbury, 
2009). The HCA who has limited access to further education and training 
may well not have been exposed to such practice and may also lack the 
necessary skills to undertake such activity 
Neglecting management of the effort required to deliver care may result in 
staff burnout (Sawbridge and Hewison, 2011) that may potentially result in 
poor care delivery. Staff therefore need support, supervision (Sawbridge and 
Hewison, 2011), education (Finch, 2008; Huynh et al, 2008; Griffin, 2012) 
and strong clinical leadership (Sawbridge and Hewison, 2011; Smith, 2012) 
to help manage the emotional effort in care delivery. This framework must 
include and make provision for the HCA who does not always have access to 
education, training and supervision as part of a workforce susceptible to such 
consequences.  
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6.5.2 Transactional interactions 
Some participants described situations in which the interactions with staff 
were more transactional, which left some feeling disappointed and alluding to 
a disconnect between them and the staff. A number of inpatient participants 
described the HCA undertaking technical interventions in a transactional way 
without further engagement from the HCA and, as a result, participants 
recalled a sense of disconnect and missed opportunity.  
Some participants recognised there was something missing in these 
interactions with staff; a sense or feeling that they found difficult to define. 
Bone (2009) described how practitioners resorted to the delivery of less 
emotionally demanding care and labelled this as “care deficit”, whereby the 
patients’ experience was potentially less rewarding. Bone’s (2009) concept of 
‘care deficit’ may also relate to Halldorsdottir’s (1991) Type 3 bio-passive 
state, in which interactions are based upon apathy and detachment. This 
links back to the participants’ views of certain tasks and duties being carried 
out in a detached manner, leaving the patient being ‘looked after’ but not 
‘cared for’. These transactional interactions appeared to be dependent on a 
number of aspects linked to the care context, including length of stay and 
opportunities to interact. NHS England (2013a) have addressed this in part 
with the local action plan linked to the 6Cs initiative stating carers need to 
make every contact count. Research conducted by Mottram (2008) within 
two day-surgery units concluded that there was, however, a disconnect 
between what the patient valued and what the nurse perceived to be 
therapeutic in a fast paced environment. Transactional superficial 
interactions, not necessarily recognised for their value for patients by staff, 
were reassuring to participants, as was the mere presence of the nurse. 
There are implications for how staff in such environments develop a 
therapeutic relationship despite time pressures and recognition of what the 
patient values.   
The HCA could be helped to recognise the potential for meaningful 
engagement with the patient at the bedside. Through the transactional 
activity of directly monitoring patients’ vital signs, an opportunity exists to 
build a therapeutic relationship. Role development and training needs to 
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emphasise that every interaction counts for the benefit of the patient and for 
the development of meaningful connections.  
A number of participants described a disconnect with staff more generally, 
which can be further explored by reference to Goffman’s (1969, p28) work on 
opposing performances. He described the activity and interpretation of 
opposing performances, which may be used to understand how participants 
describe the difference between transactional and transformational 
interactions. Goffman (1969) suggested two opposing positions of the 
performer; firstly, where there is self-belief in the performance (attributed as 
‘sincere’) and secondly where there is not (described as ‘cynical’). Although 
these positions are not at the extremes of a continuum, the performer is still 
able to move between the two positions: from a perspective of disbelief 
toward belief as the performance becomes part of the known self. Mottram’s 
(2008) work indicated that the situation may be more complex than indicated 
by our understanding derived from Goffman (1969). Mottram’s (2008) study 
portrayed a disconnect between the value that the RN perceived from an 
interaction and the patient’s realised value of that interaction: the RN was 
‘convinced’ of the value of their performance but doubted that the patient 
would perceive this value. However we choose to interpret this disconnect, 
episodes of transactional interaction that might be viewed as insincere or 
‘cynical’ from the participant’s perspective can, with self-belief on the part of 
the performer, be shifted towards sincerity and thus become a valuable 
contribution to the patient experience.  
A further insight is provided by Goffman (1969), in which he describes a 
desired consistency between manner and appearance. The appearance of 
the uniformed professional combined with a manner that is inconsistent with 
that appearance may bring about feelings of incongruence for the observer. 
This in turn indicates an interaction that is unstable and lacking in certainty 
and trust, which is unhelpful for both patienthood and the patient experience.  
A cynical performance, however, may not necessarily be delivered solely 
from the staff as Goffman (1969, p29) suggests the patients may offer a 
cynical performance, as might occur when a mental health patient 
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exaggerates symptoms in order to meet the expectations of a student nurse. 
His example may offer insight into behaviours exhibited by patients in 
situations where relationships are based on expectation rather than on 
meaningful connection. This latter point may be best illustrated by those 
participants who articulated their concern at being perceived as difficult or 
demanding and giving a less favourable perception than a well behaved 
compliant patient. This aspect is explored more fully in the section 6.6.5 that 
addresses the concept of asking for help. 
By way of contrast, the inclusivity described in the previous section was not 
always viewed so positively in situations where staff ‘collectively’ included the 
whole bay in conversations and monitoring of need. This collective, inclusive 
approach was possibly used by staff to bring a sense of belonging for 
participants where they occupied a bed in one of the many six-bedded bays. 
The corridor was studied in a large teaching hospital in Australia where it 
was noted that the corridor was a liminal, marginal space where decisions 
were held with a degree of temporality (Iedema et al, 2005). It could 
therefore be posited that the space located at the entrance to the bay is one 
such liminal space where activity is present but decisions are suspended.  
Staff therefore may have used this collective approach to assess individual 
needs at a distance, particularly during times when there were workload 
pressures. Whatever the rationale for this collective approach to inclusivity 
from staff, some participants voiced discontent. Goffman (1969) suggests 
that disappointment is felt in situations where there is a lack of exclusivity 
within the dyadic relationship. Feelings of disappointment may arise as a 
result of all patients in a bay perceiving they are being treated in the same 
way, sharing the same ‘intimacies’ and thus impacting upon each patient’s 
sense of themselves as an individual; effectively not being worthy of an 
exclusive relationship, impacting upon patients’ sense of holism and 
humanness. The HCA therefore needs to be mindful of a collective approach 
being one of the factors that may hinder the development of a dyadic 
relationship. 
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6.5.3 Mechanised interactions 
The patient is aware of the IV fluid machines and the restrictions they bring 
as often the site of administration is hand or arm limiting their function, a 
reminder of what they no longer can do without help. The machines are 
necessarily sensitive to restrictions, blockages and air, bleeping with alarm 
for patients unfamiliar to these sounds. There are studies in intensive care 
units that illustrate the effects noise levels may have on patients leading to 
sleep disturbance (Little et al, 2012; Elliot et al, 2013; Chahraoui et al, 2015), 
irritation and stress in turn affecting patient experience (Chahraoui et al, 
2015) and outcomes (WHO, 2009) within intensive care. Florence 
Nightingale (1806, p485) noted 
“Unnecessary noise, then, is the most cruel absence of care…” 
There is a difference between in patient in intensive care and those I 
interviewed where the latter had capacity and capability to intervene 
themselves to the source of such disturbance directly and indirectly. There 
were times that participants managed the alarm system embedded within 
each machine themselves by silencing the alarm once they recognised a 
pattern of action from those with the jurisdiction to do so (the RN). The alarm 
alerts staff to interruptions to the flow of fluid which some participants 
covertly switched off or silenced. In a previous era, before the mechanisation 
of IV fluid treatment, the RN would have been at the bedside administering 
the medications or staying close to the bedside carrying out other duties with 
one eye on the rate and flow of the fluid suggestive of indiscreet surveillance 
(Foucault, 1991). Machines may contribute to safety but have reduced the 
human contact and interaction from the equation that has potentially 
rendered the patient “responsible” for management of the alarm system. The 
patient silencing the alarms is in part contributing to this reduction of 
interaction but additionally may have implications for safety if they are not 
aware of what alarm they silence.  
An alternative explanation may be that participants saw the alarming 
machine as a nuisance for staff repeatedly returning to the participant’s 
bedside. Not wanting to be associated with the demands this mechanical 
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nuisance placed upon staff the participant took it upon themselves to silence 
the alarm. Others by way of contrast called for assistance sometimes 
responded to by the HCA. When one participant was dismissed as worrying 
too much over the alarms she was left with an array of feelings that was 
suggestive of a power imbalance later explored with Foucault’s (1980) work 
on power and knowledge (section 6.5.10).  
The concept of mechanised treatment has brought about a different 
dimension to the associated interactions, where staff may otherwise not have 
been present, an interaction dictated by the alarming machine and not the 
patient themselves. How staff respond in such circumstances is a point of 
consideration for organisations seeking to understand more fully the patient 
experience. In addition, patients silencing alarms is a consideration for the 
safety of such activity. Further exploration into this may help to understand 
more fully the patient motivations for such activity. In so doing this 
understanding may lead to policy and procedures that recognise and 
address safety initiatives for the future. 
6.5.4 Reciprocity and Mutuality 
Reciprocity and mutuality capture elements of the HCA and participant 
relationship that enhanced participants’ relational experiences. Participants 
told of connectedness to the HCAs, who sat and chatted with them when 
they could. Gaining knowledge about the HCA that was beyond the 
immediate therapeutic interactions rebalanced the relationship and created a 
connection for the participant outside of this new social world. This effect has 
been identified by some researchers, who noted that for the development of 
a therapeutic relationship between nurse and patient there needs to be 
reciprocity with mutual sharing of information (May 1991; Morse 1991) 
described as the threads of commonality by Hagerty et al (1993).  
Reciprocal behaviours are informed by the social rules, whereby individuals 
return a favour in kind through mutual exchange of benefits, a social norm 
that is universal but not necessarily performed with equity (Gouldner, 1960). 
He adds that such behaviours are not necessarily available to those who are 
incapacitated. Pound (2011) concurs, suggesting that within health and 
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social care reciprocity may be difficult for some patients, resulting in a more 
imbalanced relationship that will in turn impact on self- efficacy, control and 
patient choice. She further suggests that, through skilful and creative 
communication on the part of the professional, this imbalance can be 
addressed.   
There were times when there was evidence of a lack of reciprocity between 
HCA and participant which led to feelings of indebtedness to staff. Tokens of 
friendship and humour, may also have gone some way to addressing this 
indebtedness.  As an example, tokens of friendship (e.g. chocolates) were 
occasionally exchanged between participants and staff, sometimes from 
participant to staff and at other times from staff to participant. The former of 
these assisted in participants’ feelings of reciprocity, as they gave something 
back to the staff. The latter added to the depth of connection that participants 
felt towards staff, leaving lasting memories that were recalled nostalgically. It 
may also be suggested that feelings of indebtedness were linked to the 
performance of a good patient, compliant and uncomplaining (explored more 
fully in asking for help, section 6.6.5) 
Reciprocal behaviours and moments of mutuality were important to 
participants and provided some way of explaining the different relationship 
the participants experienced with the HCA as compared to the RN. The latter 
sometimes being a relationship of distance in both physical and perhaps 
relational sense. The imbalance of such a relationship was described by one 
participant as a connection made only when the RN needed something from 
her with no opportunity to bring mutuality or reciprocity. 
It may therefore be suggested that within the healthcare setting, interactions 
between patient and HCA have the potential to benefit from mutuality, and 
reciprocity adding to the notion of a balanced connection that in turn may 
impact upon patients’ self- efficacy.  
 
6.5.5 Care 
Participants described care from two main perspectives, firstly the caring 
nature of the individual staff and secondly the care that they themselves 
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experienced or that they observed others receiving. Care was therefore seen 
both as an individual behaviour and as a process. The delivery of care also 
engendered feelings of comfort for the participants. They particularly 
appreciated situations in which the care they received went further than their 
initial request through staff anticipating or considering a further unexpressed 
need. These interactions contributed to participants’ sense of personhood 
and uniqueness as individuals, ultimately enhancing their transition to 
patienthood. 
The literature on care is helpful in understanding both the physical and 
emotional responses that participants described in situations where there 
was comfort and consideration for them as individuals. The definition of 
‘care’, however, remains elusive to both researcher and practitioner 
(Swanson, 1991; Bailey, 2009; Watson, 2009; Papastavrou et al, 2010). 
Participants in this study knew when they were in receipt of a positive 
experience of care and, conversely, when they or others were not. They did, 
however, find it difficult to identify individual components that constituted care 
or to articulate what these meant to them other than “feeling cared for”. 
 
Care is central to nursing in both practice and theory (Leininger, 1978: 
Watson,1990, 2005, 2009; Brewer and Watson, 2015), a consideration that 
has been more recently reemphasised within the 6Cs initiative (NHS England 
2013a). Care, along with compassion, competence, courage, communication 
and commitment, is viewed as a valuable component of the patient 
experience (DH, 2012a; Smith, 2012).  
Bailey (2009) explored a number of theoretical frameworks of care and 
caring that have developed from various ontological and epistemological 
positions. Bailey’s (2009) study highlighted the diversity of these positions 
but did identify common themes such as the centrality of the patient and the 
importance of holism in care. A number of participants articulated how 
important it was to them to be treated as an individual, which serves to 
reinforce the need for patient centrality and holistic care. 
Some theorists refer to ‘the nurse’ within their works from a position of 
registration or licence (Gaut, 1986; Watson & Smith, 2002) but with other 
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studies ‘the nurse’ was not determinable as HCA or RN (Finch, 2008). This 
raises a number of questions as to how caring theories, measurement tools 
for care and caring and the nursing literature might relate to the HCA as a 
significant contributor to care of patients, or is there an assumption that care 
transcends all of nursing from the registrant to the assistant. To explore this 
complexity further, the patients’ perspective is therefore helpful.  
Papastavrou et al’s (2010) systematic review of 23 quantitative studies that 
measured care and caring from the patient and RN perspective revealed a 
lack of congruence between the patient and the RN on aspects of care. 
Many of the studies emphasised that patients valued the RN’s technical 
skills, along with the competence to carry out these skills. In contrast, the 
RNs themselves ranked the giving of psychological support and “comfort” as 
their first priority. Goffman’s (1969) work concurred with these findings, 
suggesting that the visible tasks observed by patients were valued more 
highly by them than the non-technical skills and tasks, as discussed in 
performance in section 6.4.1 in this study. These findings suggest that there 
may be a disconnect between what the patient values as components of care 
and what the RN perceives as being of value. This area is therefore worthy 
of further inquiry, partly to ensure that patients’ experiences and expectations 
are aligned but also to ensure that the patient/HCA care relationship is 
explored. 
Finch (2008, p27) explored the caring behaviours of RNs within a dyadic 
relationship between nurse and patient using grounded theory. The caring 
behaviours demonstrated by the nurses that patients viewed as impacting 
positively on their wellbeing were as follows; “Responding to the patients’ 
needs”, “doing the little things”, “following through” and “taking care of the 
patients’ needs”. Smith (2012) has recognised the importance of “little things” 
to patients in her work. Recent work by Dr Kate Granger (NHS 
Confederation, 2014), who was both a healthcare professional and a long 
term patient, concurred as to the importance of the “little things” that help to 
make human connections. She additionally suggested that the “little things” 
bring balance to her perception of what is an often unbalanced relationship 
between patient and carer. A balanced relationship depends upon reciprocity 
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addressed earlier (section 6.5.4) and power which will be explored later on in 
this chapter (section 6.5.7). Smith (2012) does however question the term 
“little” when such activity makes a significant contribution to patients’ sense 
of wellbeing. She suggests when positioned against the high tech 
interventions, they may appear insignificant and undervalued. The high 
profile work of the late Dr Kate Granger (NHS Federation, 2014) has the 
potential to reposition such little things within the wider context of clinical 
care.    
Participants described feeling ‘cared for’ in a variety of situations and from a 
number of different circumstances. In some situations, they were vulnerable 
and unable to manage their own needs and in other situations they were 
more independent, although still able to recognise feelings of being cared for. 
This sense of feeling cared for was identified by the patients in Finch’s 
(2008) study as having positive effects on comfort, appetite and physical 
strength. The rationale for these positive effects can be explained by 
Watson’s (2005) work. She asserted that the patient who perceives they are 
receiving good care will be in receipt of a cascade effect of healing 
biochemical markers; decreased cortisol, increased oxytocin and increased 
IgA; which in turn will have a positive impact on the patient’s illness 
progression.  In a review of psychoneuroimmunology (PSI) research, 
Halldorsdottir (2007; 2008) concurred, identifying that the immune response 
is positively impacted by a strong nurse- patient relationship. These findings 
(Watson, 2005; Halldorsdottir, 2007; 2008; Finch, 2008;) support the 
observation made in this study that participants noted both a physical and 
emotional dimension to the interactions they had with HCAs and the other 
staff.  
Within this doctoral study, participants described examples of both positive 
and substandard care, either that they had received or that they had 
observed others receiving. It is important to therefore understand what 
effects both positive and substandard care can have on patients.   
Halldorsdottir’s (1991) study placed five types of nurse-patient relationship 
into a ‘bio-nature’ continuum of outcomes ranging from caring to non-caring 
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and also identified what each outcome related to in terms of feelings of being 
with another. The significance of Halldorsdottir’s (1991) work was recognised 
by Watson (2005) where the professional carer has the potential to be 
destructive to the patient leading to physical, emotional and spiritual 
violation.  
Box 3: Halldorsdottir’s (1991, p38-39) continuum of nurse patient 
relationships 
 
 
 
 
 
 
 
 
 
 
Halldorsdottir’s (1991) work on the effects of caring and non- caring 
interactions shed light on the views articulated by participants. Swanson’s 
(1999) meta- analysis of 130 empirical studies adds to this work suggesting 
that non caring outcomes for patients may result in fear, loss of control and 
helplessness where there may be a physiological result of decreased 
healing. For staff who undertake such non-caring activity they too are fearful, 
but hardened and potentially oblivious to their performance. 
Some described a fear of being perceived as a nuisance that they possibly 
understood may result in being treated as such; a life restraining state 
(Halldorsdottir, 1991) that has implications for both their physical and 
emotional wellbeing. Negative and substandard care experiences have been 
described in the expectation section as being nested or buried within a 
positive narrative. There was one participant however who did describe 
feelings of anger towards staff he saw as not caring for a fellow patient a 
feeling which is evident within Halldorsdottir’s (1991) Type 1 Biocidic state. 
Type 1: Biocidic - life destroying (toxic, leading to anger, 
decreased well-being) 
Type 2: Biostatic -life restraining (cold or treated as a nuisance) 
Type 3: Biopassive- life neutral, (apathetic or detached) 
Type 4: Bioactive- life sustaining (classic nurse-patient 
relationship as kind, concerned and benevolent) 
Type 5: Biogenic –life giving (mutuality and interconnectedness, 
giving and receiving in the moment) 
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This anger did compel him to do something about this accessing the internal 
complaints system to rectify this situation. As already articulated many did 
not and became resigned to negative situations or else excused them.  
 
Others, mainly long-term inpatients, recognised that they were in receipt of 
something special; a life-giving moment as described Type 5 Biogenic 
(Halldorsdottir, 1991). With an extended length of stay, these participants 
perhaps unsurprisingly articulated a much stronger sense of connectedness 
with staff than others. Positive experiences were narrated with a lightness of 
voice, often a smile and a degree of enthusiasm, indicating that these 
episodes were valuable to the participants and contributed to their 
patienthood, experience and wellbeing.  
 
Associated with these positive experiences, participants described feelings 
and perceived relationships being brought into this new social world that 
would more usually be associated with their own family. One participant, who 
had been an inpatient for an eight-month period, evidenced this blurring of 
lines as she described feelings of “love” and “family” towards the nursing 
staff in general. Charmaz (1999) suggested that those with chronic illness 
may lose a sense of their inner and outer boundaries. For this particular 
participant, staff had performed their duties with such care and consideration 
that her feelings towards the staff appeared to transcend beyond mere 
appreciation towards love.  Sacks (1984) suggested that those who are 
chronically ill see their world shrink; as their world shrinks, their frame of 
reference also shrinks. This ‘shrinkage’ appeared to have a physical, 
relational and geographical aspect for this participant, as her physical world 
was reduced not only in geographical terms but also in terms of those who 
visited. It can therefore be concluded that care staff became more important 
as these external frames of reference either shrink or potentially disappear 
for the longer term patient. Understanding more deeply how these patients’ 
length of stay is improved by relationships and connections with staff is 
therefore worthy of further research.  
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6.5.6 Humour 
Participants described humour and humorous events as being important to 
them. Humour represented a part of their social identity that was effectively 
transferred from their other known world into the new world of patienthood, 
still very much part of their selves.  
Humour and laughter are important aspects in the interactions of everyday 
life (Dean and Gregory, 2004; McCreaddie and Payne 2011; Haydon and 
van der Riet 2014) that has both psychological and physiological benefits, 
related to high self-esteem and overall psychological wellbeing (Martin et al, 
2003). There are physiological benefits to laughter (Berk and Tan, 1996) that 
include lower serum cortisol and raised T-cells, both of which have the 
potential to positively impact upon raised stress levels. Additionally, 
increased release of endorphins such as dopamine may reduce depression, 
which is also likely to impact positively upon patients’ wellbeing (Berk and 
Tan, 2006).  The physiological and psychological benefits of humour and 
laughter for patients are therefore evident, particularly in situations where 
health and wellbeing are otherwise compromised. 
 
Participants also saw humour as a conduit for making or cementing 
connections, both for themselves and for the HCA. The use of humour by 
HCAs contributed to participants’ feelings of humanness and provided a 
connection back to their previous known selves; their patienthood effectively 
suspended as their known self was heightened. McCreaddie and Payne 
(2011) explored spontaneous, observed humour and employed multiple 
methods that included observation, interviews with patient focus groups and 
patients’ interactions with clinical nurse specialists (CNS). They found that 
patients associated humour with a sense of self and suggested that humour 
was used by patients to help develop meaningful relationships. 
There was also evidence (within this doctoral study) of how staff used 
humour to both diffuse and manage sensitive situations, previously noted by 
McCreaddie and Payne (2011), and to relieve tension, previously noted by 
Dean and Major (2008).  
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Lack of congruence between patients and staff with respect to the 
expectations and experiences of humour was noted by McCreaddie and 
Payne (2011), wherein the CNS may ‘miss’ the subtleties of patient driven 
humour and thus compromise their response. The same concern was 
identified earlier by Adamle et al (2008) and Dean and Major (2008).  
McCreaddie and Payne (2011) suggest the ‘miss’ may constitute a conscious 
strategy on the part of the CNS not to engage with such humour, which 
otherwise may be seen as a risk to ‘professional’ behaviour. This 
interpretation may also be related to some of the transactional behaviours 
noted by some participants that may have been impacted through a lack of 
engagement with humour. The humorous episodes that were described by 
participants, however, involved only HCAs, not RNs. Conclusions are difficult 
to draw from this as the research focus was on the patients’ relationship with 
the HCA, not the RN. One participant did allude to how she found it easier to 
connect with the HCAs than the RNs, describing how important these 
humorous connecting moments were to her.  
 
Sumner (1990) suggested that older nurses may be more inclined to ‘take 
the risk’ of engaging in humour with patients, suggesting that experience 
may be a factor supporting the initiation and management of humorous 
interactions. If humour is perceived as a ‘risk’ to professional behaviours, it 
may be suggested that the HCA has opportunity to exploit the use of humour 
more readily than the RN due to their hierarchical position. Not everyone is 
conversant or comfortable with humour at all levels, however, and therefore 
general assumptions should not be made about the importance of humour in 
constructing meaningful connections. 
 
It has further been suggested that humour plays a significant role in how 
patients establish their identity as individuals and within groups (McCreaddie 
and Payne, 2011). One particular participant placed significant value upon 
humour as a way of bringing the six-bedded bay together and ensuring 
everyone provided support to each other through the days. Pryor (2010) 
suggested that interactive humour between patients helps to build trust, 
friendship and peer support, which in turn will support those patients who are 
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new to the healthcare environment. The participant went on to explain, 
however, that when a fellow patient did not engage with the humour, it led to 
tension between the patients within the bay and exclusion of the patient from 
subsequent episodes of humour.  
Haydon and van der Riet (2014) noted that humour was more common in 
multiple bays, albeit their research was conducted with staff rather than 
patients.  It is, however, difficult to draw conclusions or inferences from these 
findings as it is perhaps inevitable that larger groupings of patients (as would 
be found in six-bedded bays, for example) would experience greater 
numbers of social interactions, in which humour would play a part. It is 
interesting to note, however, that those participants who narrated many of 
the humorous stories were located within multiple-bedded bays. 
The use of humour in the healthcare setting can therefore be seen partly as 
a way of generating feelings of reciprocity, together with reassurance that the 
investment made will be realised through good care. Humour can also be 
employed to reframe and reason through past events, bringing to them a 
greater sense of perspective and, in so doing, helping to manage future 
health episodes.  
All of the studies referenced in this section researched humour from the 
perspective of the CNS, RN or patient and therefore did not specifically 
address the HCA. As discussed previously, there is a clear difference 
between the role positioning of the RN and the HCA in terms of hierarchy, 
access and availability for the patient, all of which are factors that may shape 
how humour is managed between HCA and patient. 
6.5.7 The concept of power 
The positioning of the HCA within the care staff hierarchy, and with respect 
to the role and experience of the patient, can be further explored through 
how power was perceived by the participants, both directly and more subtly. 
Within hierarchical environments, such as healthcare, there is a perspective 
that power relates to, or derives from, authority; it is exerted to bring about 
control over another; as articulated by Weber ‘s perspective of power that 
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within healthcare can be seen as both ‘authoritarian’ and ‘legitimate’ as 
articulated in his work on bureaucracies (Weber, 1966)  
Foucault (1980, p96), however, saw power as both positive and productive; 
he asserted that power can be understood as “capillary” in that it functions 
not from the perspective of possession of power or submission to power.  
Power is considered from three perspectives in the discussion that now 
follows: the observation of patients by staff, the systems and processes that 
frame some of the activities and interpretation of the relationship between 
HCA and patient. Foucault’s (1991) work on disciplinary power is used 
throughout the discussion to provide insights, and Goffman’s (1969) work on 
roles and performance adds a further perspective when considering the 
potential effect of surveillance on the ‘backstage’ of the participants.  
6.5.8 Power; observation and surveillance 
Many participants were located in six-bedded bays, where doors opened out 
onto busy corridors used by staff who split their time between bays, single 
rooms and other ward areas. Within each bay, a thin curtain separated each 
patient. Patients were observed, sometimes covertly and at other times more 
overtly, from a window that ran alongside the bay into the main corridor of 
the ward.  
I noted that as staff went about their work, they would often turn to look into 
the bay, either through the corridor window or through the doors into the bay. 
At times they caught the eye of individual patients and at other times they 
appeared to visually scan across all occupants of the bay. This corridor 
observation by staff was equally visible to all patients within the bay.  
The observation5 of patients by the staff in this context could be interpreted 
through Foucault’s (1991) work on the exercise of disciplinary power, in 
which he distinguished between indiscreet (overt) and discreet (covert) 
surveillance. Disciplinary power, as described by Foucault (1991, p177), 
                                                          
5 Observation:  I have used “observation” to describe the direct activities performed by staff. 
Surveillance is used in context of the theoretical perspective of Foucault. 
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“functions permanently and largely in silence”, it permeates and is self-
sustaining. For disciplinary power to work, however, individuals need to be 
aware of its presence, which for this study required the observation of 
participants by staff to be visible to the participants themselves. The fact that 
this was the case may therefore have acted as a reminder to the participants’ 
of their patienthood status and containment within the healthcare system.   
In Foucault’s (1991) work, the prisoners were incarcerated and unable to 
leave the confines of prison. Although the contemporary patient within 
secondary care is not incarcerated (with the exception of those detained 
under the MCA), for many their health status renders them unable to leave or 
remove themselves from the clinical area. This leaves them dependent upon 
staff and reliant on staff surveillance to ensure that their needs are met.  As 
they are therefore ‘prisoners’ of sorts within the confines of the healthcare 
system, parallels can be drawn between Foucault’s (1991) work and the 
context of contemporary healthcare. 
A behaviour noted from the participants’ narratives and direct observation 
was an approach the HCA (and other staff members) employed in ‘checking’ 
the wellbeing of patients collectively within the six-bedded bays. Staff did this 
by addressing the bay as a whole from the entrance: neither stepping in 
completely nor addressing each patient individually. Staff were therefore 
engaged in an overt or indiscreet form of surveillance, wherein participants 
were aware of the presence of staff whilst recognising that this presence was 
not specifically for them as individuals. Participants did not describe what 
these activities meant to them directly. They did however note times when 
they saw staff were busy dealing with others. These participant observations 
were met with different perspectives, some not wanting to interrupt activity 
they perceived as more important than their immediate need, to feeling a 
degree of comfort knowing care was being administered to those who 
needed it. These perspectives may be in part explained by Foucault’s (1991) 
work on docile bodies and Forbat et al’s (2008) suggestion of perceived 
comfort. 
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Foucault (1991, p135) argued that once subjects are aware of the gaze, they 
turn themselves into ‘docile subjects’ or ‘docile bodies’ that are compliant 
with the medical treatment. The ‘docile bodies’ may therefore not want to 
make nuisances of themselves in asking for help, particularly from the 
perspective of having a collective audience.  Forbat et al (2008), by way of 
contrast, suggest that the medical gaze can be comforting if it is perceived by 
patients as monitoring their wellbeing and considering the things they are 
worried about, although the latter point would be difficult to achieve if only 
utilising a collective surveillance technique. It is therefore important to 
consider how observant the HCA is in noting the responses from patients 
within a collective surveillance check, as they will need to draw on 
heightened observational skills to gather individual meaning from this 
collective approach. 
Observation of individual participants by staff was performed partly from the 
bedside; a direct and overt form of observation in which nursing and medical 
staff performed clinical observations, activities and monitoring of vital signs. 
One participant refused a continuation of medical surveillance in the form of 
repeated blood tests as the taking of blood samples had caused her physical 
pain, temporary deformity of her arms and considerable distress. Although it 
was in the participant’s power to take such a decision, she was left with an 
unnerving perception of tension between her and the medical staff that 
gradually undermined her sense of empowerment. The participant saw the 
situation as a battle between ‘them’ (the medical staff) and her. This battle, 
and the resultant perceived tension, could be interpreted through Foucault’s 
(1991) work as the disciplinary power of the medical system and the patients’ 
right for agency being brought into conflict. The participant’s interpretation of 
the situation may be explained by hierarchical patient-doctor roles, in which 
the patient feels it is not appropriate to question the medical instruction.  
The HCA did not get involved in the decision making process with this 
participant but instead provided a listening ear once the participant had made 
her decision. The neutrality of the HCA was significant to the participant, who 
perhaps, as a result, felt her relationship with the HCA was not within this 
tension and therefore provided her with a welcome release. HCAs may 
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therefore fulfil a valuable role as support for patients during such hierarchical 
challenges.  
Another type of observation within a healthcare setting is the ‘directed care 
round’, also known as ‘intentional rounding’ or ‘comfort round’ (Harm Free 
Care, 2016). These ‘rounds’, which are performed by staff, are used to check 
individual patients’ comfort and requirements throughout the day and thus 
may address some of the limitations of collective surveillance techniques 
discussed earlier. The routine involved in these care rounds, and the 
consequent visibility of staff at certain times of the day, may provide 
reassurance to patients, as suggested by Forbat et al (2008).  
Conversely, the HCA may be performing tasks and duties that the patient 
perceives as unnecessary but complies with due to the orders emanating 
from further up the nursing or medical hierarchy. This was articulated by one 
other participant who, although believing that the observations carried out by 
the HCA every four hours were unnecessary, was resigned to the process 
because the observations had been requested by the doctor and the medical 
staff “knew best”.  
The capillary nature of power is compared by Foucault (1980, p98) to a 
netlike group of threads, wherein the individual situated in that network is not 
a target of the effects of power but instead is both agent and vehicle of 
power: 
“Individuals are the vehicles of power and not its point of application.” 
A Foucauldian perspective therefore challenges the hierarchical perception 
of the HCA limited in their power. Through their acts of discreet, indiscreet 
collective and individual surveillance they are very much part of the vehicular 
network of power within healthcare. The implied medical dominance is 
difficult to resist when considering the examples of requested blood tests and 
observations for both patients and HCA and thus a Foucauldian perspective 
is somewhat limited in understanding how agency and structure are shaped 
in these circumstances. 
Based on the observations discussed in this section, it is clear that the HCA 
undertakes a variety of forms of both discreet and indiscreet, near and far, 
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observation, surveillance and monitoring of the patient. These observations 
may lead to the HCA identifying areas of concern with respect to the patients’ 
health and wellbeing. A number of participants were aware of the 
jurisdictional limitations of the HCA in these situations, which implied that 
participants believed the HCA would report or escalate their concerns. In 
many cases the escalation point would be the RN. A number of participants 
described being generally less well connected with the RNs and therefore it 
can be argued that, through both indiscreet and discreet forms of hierarchical 
observation (Foucault, 1991), surveillance of patients by the RN often occurs 
through the eyes of the HCA. This perspective adds to what is already known 
around appropriate delegation of duties from RN to HCA, the competence of 
the HCA to undertake these duties and the resulting accountability (RCN, 
2006). The triadic relationship between patient, HCA and RN is therefore of 
further consideration in its entirety to understand more fully the 
consequences of delegatory activity and the direct and indirect surveillance 
for all.  
With respect to power through surveillance in general, it is also worth 
considering Goffman’s (1969) work on role performance and, in particular, 
the nature of front and back stage regions. The successful performance of 
roles requires the actor to utilise two regions; a front, or public, region where 
there is social interaction and a back, or private, region where the actor 
(patient) is away from the public gaze (surveillance), can relax and be 
themselves to prepare for their next front region interaction (Goffman, 1969 
p109). 
If we acknowledge Foucault’s view of surveillance and docile bodies within 
the context of secondary care as valid, the issue then arises as to where and 
when patients and staff have time or space for the backstage and what the 
implications are when this is not possible.  
The patient environment often consists of a number of beds per bay, with lots 
of activity and little privacy, that mean retreat to the back stage may be 
somewhat limited. Although Goffman (1969, p115) does not specifically state 
the backstage activity as needing a geographical location away from the 
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audience (merely stating a partition is sufficient), he describes the ‘worker’s’ 
position as requiring physical access to a space away from the public gaze. 
Within this study, the geographical layout of the clinical area provided a 
number of spaces for staff to retreat to in comparison to the patient, who was 
somewhat restricted. Staff were also able to return home each day (the 
ultimate back region from the public gaze) and could take breaks during the 
working day, although some work environments may be more challenging in 
this respect. Lewin and Reeves (2011) note that staff have other ‘back stage’ 
areas, for example the nurses station, where they may be able to relax their 
front region performance from time to time. 
In considering the patient and their performance, therefore, it is necessary to 
identify where and, indeed, whether patients are able to retreat to the 
backstage: It is difficult, for example, to retreat backstage when a patient is 
physically unable to leave their bed or bed space. We should not assume 
that the bed space is necessarily a suitable location for their back stage 
activity. As a result of this inability to retreat into a backstage environment, 
patients may find themselves exhausted and in a state of heightened anxiety 
by having to put on a front stage performance throughout their patienthood. 
Alternatively, if they find the space to retreat backstage but that space 
happens to be still visible to the audience, they may inadvertently find 
themselves in a vulnerable and exposed position. It can be argued that 
neither of these situations lend themselves to rest and recovery for patients.  
Provision for back stage space should therefore not only be considered for 
the workforce but also for those in receipt of care and assistance from 
others. Policy around visiting times (BBC, 2011d), protected meal times (DH, 
2010) and ‘intentional rounding’ (Harm Free Care, 2016) adds to the 
complexity and difficulty of patients accessing some quiet retreating space, 
which has implications for HCAs and other care staff who are looking to 
support patients’ performance needs and to develop positive dyadic 
connections. 
 
 
251 
 
6.5.9 Power; systems and processes 
Power was alluded to by some participants in their descriptions of the 
organisational and institutional systems that they felt were dehumanising but 
that they also felt powerless to change. For example, when staff referred to 
participants as bed numbers rather than as individuals, participants implied 
that their individual selves were lost and subsumed within the systems and 
processes of healthcare. Another example was the paperwork one HCA was 
expected to fill out as part of the admission process, which one participant 
saw as unnecessary and overly bureaucratic and generalising. Many 
participants experienced a sense of resignation when confronted with the 
sheer weight and volume of systems and processes, often coupled with an 
underlying sense of loss of self and frustration.    
The identification of staff via a system of role specific uniforms has already 
been discussed (section 6.4.1) as a way in which participants worked out 
staff roles and responsibilities. As part of this identification process, the 
relationship between hierarchy and power was inferred by participants when 
they associated roles with the different coloured uniform. The use of staff 
uniforms therefore acted as an additional reminder for participants of the 
organisational and professional systems of hierarchy, as posited by Hertz 
(2007) when she traced the use of uniform as a symbol of status within the 
hierarchical authoritarian world of the military. It is interesting to note, 
however, that one participant was comforted when he saw hierarchical power 
abandoned by staff. The team working observed by this participant provided 
him with evidence that more senior staff were prepared to ‘muck in’ and 
undertake less demanding tasks, supporting each other when necessary.  
The sometimes overwhelming presence of the systems and processes of 
healthcare can therefore be mitigated by the actions and interactions of staff 
in bringing human elements into this procedural world. The HCA and patient 
interactions are often performed with a backdrop of system and process, it 
could be argued that these interactions form a framework where the 
interactions are bound by roles, performances that could be limiting and 
restricting. There is however real potential for staff to resist the dominance of 
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systemic power in some of the little things they do to recognise the patient’s 
personal self and identity as they go about their work.  
6.5.10 Power, knowledge and relationships  
Participants described a tension between themselves and certain members 
of professional staff, wherein they took decisions related to their care that 
were contrary to the views of those professionals. This brought several of 
these participants into combative situations with staff, whereas others 
became more secretive as they managed these tensions by taking back 
control covertly. Yet others, by way of contrast, did not enter into combative 
or covert behaviours at all, instead resigning themselves to the belief that the 
professional knows best.  
 
The issues of agency and power illustrated by these episodes related 
primarily to the medical staff, the RNs and the general organisation. There 
was, however, little or no mention of similar overt or covert conflicts arising 
with HCAs. This may suggest a reluctance on the part of the participants to 
impact negatively on their relationship with the HCAs, given their importance 
in meeting the immediate needs of the participants. It may also indicate that 
hierarchy and power have a part to play in how participants adapt and who 
they co-opt into their new social world to assist them in adapting to 
patienthood.  
 
The power relinquished by patients to professionals is well documented in 
Parson’s (1991) work, in which the patient is seen as a passive recipient of 
care that is provided by a knowledgeable other, in what could be described 
as a paternalistic situation. More contemporary researchers have recognised 
the difficulty in shifting from paternalism towards client engagement 
(Petriwskyj et al, 2014) and shared decision making (Heggland and Hauslen, 
2013). The notion of paternalism is in direct conflict with policy around the 
centrality of the patient with respect to decision making (DH, 2012b) The idea 
of there being a ‘more knowledgeable other’ is also questionable in today’s 
society, as the patient now has easy access to large amounts of health 
information from the internet. Forbat et al (2008) posited that, as a 
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consequence of the availability of information regarding their conditions, 
patients have more scope for counter-surveillance by applying their new-
found knowledge to inform and challenge their own, and others’, beliefs. 
  
A question remains, however, as to the potential for this new-found 
knowledge to be exercised within the professional-patient relationship more 
generally. To do so requires a repositioning of the traditional view of the 
knowledgeable other or knowledgeable professional. The concept of the 
informed patient can be interpreted through a Foucauldian perspective 
(Foucault, 1980), wherein power and knowledge are seen as not being fixed. 
This therefore requires practitioners to understand the effect that the 
availability of knowledge has on both their own practice and on their patients. 
Practitioners may also need to assist patients in repositioning themselves 
within this power construct, as opposed to passively accepting the primacy of 
the knowledgeable other.  
The realignment of knowledge and power was illustrated when one 
participant stated how she and the RN had learnt something new about her 
procedure together through information that the RN had sourced from the 
internet. The participant described a sense of exclusivity from the shared 
moment, feeling ‘special’ and exceptional because the ‘knowledgeable’ nurse 
had not known something about her procedure. The resulting conversation 
and shared learning between RN and participant brought about a rebalance 
of power and knowledge to the relationship. This knowing and sharing of 
information therefore potentially produces a relationship that is less about 
traditional hierarchy but more about the individual within that particular 
situation. This situation serves to illustrate how, more generally, the HCA can 
support patients in their repositioning within a changed power and knowledge 
construct.  
Participants asking for information outside of the HCA’s jurisdiction (first 
described in the section on mistrust 6.3.8) will be explored further in the 
following section through the work of Foucault. In some situations, the 
participant asked for assistance from the HCA to act as a conduit for their 
requests when they were unsure who to ask. This may have arisen due to 
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the high level of accessibility of the HCA for the participant and requires 
consideration along with the added dimension of the power that accrues from 
being a conduit. 
Foucault (1980) suggests that power, truth and knowledge are important to 
consider together, as they influence and support each other and are thus 
inextricably woven. Power, according to Foucault (1991, p176-177), is not 
solely the preserve of those with a legitimate authority within an organisation 
but arises across a network where: 
‘its functioning is that of a network of relations from top to bottom… 
and laterally; this network ‘holds’ the whole together and traverses it in 
its entirety...’  
Therefore, from a Foucauldian perspective, the HCA has legitimate power 
that is forever shifting and therefore needs to be contextually situated. By 
reference to the example of participants using the HCA as a conduit to 
others, the HCA holds that information in the moment, deciding where this 
information should go to and using their contextual knowledge of the 
situation to inform them accordingly. Although participants would expect the 
HCA to pass on the information they have been provided with, the work of 
Spilsbury and Meyer (2005) when exploring role boundaries (page 224) 
suggested that information was sometimes withheld due to hierarchical, 
relational tensions. The Foucauldian perspective of knowledge and power as 
being capillary and network based, as opposed to strictly hierarchical, may 
help bring greater understanding of this aspect of the HCA-patient 
relationship. Shaller (2007) acknowledges the importance or free flowing 
accessible information for improved patient-centered care which in turn has 
the potential to improve the patient experience. By acknowledging the power 
that is held by the HCA in this communicative activity, there is the potential to 
identify how communication flow could be improved, notwithstanding the 
jurisdictional restrictions that exist within roles and responsibilities. I would 
therefore suggest that repositioning of conduit activity between patient and 
HCA within a non-hierarchical perspective could enhance the flow of 
information and knowledge improve patient centered care and the patient 
experience.  
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6.5.11 Summary 
Throughout this section on meaningful connections, it could be concluded 
that the HCA is in a particularly strong position to make connections with 
patients through getting to know their individual selves. For this to be fully 
realised, there needs to be an appreciation of the unique relationship and 
interactions held within the HCA-patient dyad. There is opportunity for every 
interaction to have some meaning for the patient. Staff should be aware that 
working under extreme conditions may result in transactional activity and a 
consequent missed opportunity to connect with their patients as individuals. 
It is important to understand and acknowledge the patients’ perspective on 
these issues to fully appreciate the elements of connection that have 
meaning to them. These include the physical and emotional dimensions of 
care and caring, the physiological and psychological benefits of humour and 
the importance of relationships in which there is reciprocity and mutuality. 
Achieving this appreciation of the patients’ understanding may require a 
different perspectival view that recognises the power the HCA has in their 
relationships with patients: a view that that traditional perspectives may leave 
buried or difficult to access. By accessing and addressing this perspectival 
view, there is potential for the patient experience to be enhanced.  
 
6.6 Core process 4: Adaptation to patienthood, developing the model 
 
6.6.1 Adaptation 
The concept of adaptation is described as an action or process (OED, 2016) 
whereby an individual adapts to a new environment, a physical space 
previously unknown to them or a new social situation that may be determined 
by cultural norms and expectations (Fulcher and Scott, 2007). It may be 
suggested that adaptation to a new environment is underpinned by an 
unconscious biological need for survival (Burgoon et al, 2007) that drives 
certain responses and behaviours. There are however tensions between 
biologists and sociologists in respect of behaviour as learnt or biologically 
determined (Fulcher and Scott, 2007). Taking a sociological perspective, 
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adaptation is shaped and influenced by social structures of gender, ethnicity 
and class and additionally the social structures of organisations such as a 
hospital setting (Fulcher and Scott, 2007).  Goffman’s (1969) work has 
contributed to the concept of adaptation. He suggests how individuals may 
promote themselves in a favourable light (section 6.3.2), which may be 
recognised as adapting to a social situation as well as how participants 
adapted to the presence of a uniformed other (section 6.4.1, p 221). 
Additionally, Foucault’s (1991) work suggests individuals may adapt and 
modify their behaviours through the covert and overt surveillance they are 
subjected to.   
 
The core process (core process 4) of adaptation illustrates how participants 
adjusted their known self, learning new behaviours that were incorporated 
into their social identity as part of the world of patienthood. Participants 
described learning about this new social world through their own efforts and 
with the assistance of the HCA. Whenever participants observed something 
they were uncertain about, or that was of concern to them, it appeared that 
this resulted in a heightened state of vigilance. For some, this affected their 
relationships with other members of staff and how they saw themselves as 
patients. For others, negative experiences made them vigilant not only for 
themselves but also for friends and relatives who might become patients in 
the future. As they described this heightened state of vigilance, which was 
tiring and not necessarily conducive to rest and recuperation, there were 
references made to the relationships and interactions that had contributed to 
this state. 
 
Adaptation also describes a mechanism through which prior expectations 
were modified: as participants observed and made sense of what they saw, 
they used this information to adapt to the new social world and to the role of 
patienthood. Connections with staff were also made through this process of 
adaptation as they learnt about their role as a patient. 
The diagrammatical representation below (diagram 9) shows how these 
elements sit together, interact and are shaped by the HCA. 
257 
 
Diagram 9: The known self, transitioning toward patienthood through the 
facilitating and mechanistic process of adaptation. 
 
 
 
 
Adaptation occurred when participants adjusted their known personal self to 
incorporate a new social identity, the need for which was driven by their 
current health and wellbeing status. Under this change there were times 
when the participants had little or no control of their known or adapting self 
and were therefore almost wholly reliant and dependent upon staff for their 
care needs. They still, however, needed to incorporate behaviours that were 
part of this new social world of patienthood. Adapting to a new environment 
entailed learning about the embedded social processes and norms, which 
were already known by staff and therefore acted as a point of difference 
between staff and participants potentially a reinforcement of Parsons (1991) 
work on the knowledgeable other addressed in the previous section of 
power, knowledge and relationships.  
  
Participants described moments in which the HCA was there to assist in the 
adaptation process, supporting some participants towards actualisation and 
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being there for them as they made difficult decisions. Participants also 
alluded to the healthcare organisation and systems that they perceived were 
more powerful than them, almost overwhelming their individual selves. They 
implied the feeling of the organisation being an impenetrable wall that they 
were powerless to resist or shift. For some this may have felt unnerving 
whereas others may have derived comfort from the solid, reliable nature of 
the systems. Participants trust in the system was addressed in part in the 
section 6.3.5 and Giddens (1990) work on faceless commitment page 217. 
 
Participants occupied a healthcare social world where their ill health, 
condition or presentation was ‘worthy’ of treatment, investigation or 
monitoring. This legitimisation of their healthcare needs positioned them as 
patients, wherein acceptance of patienthood roles and responsibilities and 
adherence to rules was required of them as they navigated through the 
complexities of healthcare (Parsons, 1991). Friends, family, work and the 
pre-patienthood social fabric of participants was still very much part of them 
but became temporarily suspended; left behind for a period of time, which 
ranged from a few hours in outpatients to many days spent as an inpatient.  
For some participants, there was an immediacy to their admission due to an 
unplanned and sudden emergency, whereas for others there was a more 
considered and planned approach that provided time for the participant to 
adjust in advance to the potentiality of patienthood. The context of 
patienthood was therefore different for each participant, depending partly on 
circumstances, contexts and timescales.  
Additional insight from Parsons (1991) and Goffman (1969; 1986) each from 
differing sociological perspectives (Parsons being a functionalist and 
Goffman a symbolic interactionalist), is discussed below to support further 
understanding of the role of the patient and patienthood.  
6.6.2 Patienthood, person centred care and personal identity 
Participants’ personal identities played a part in their patienthood experience. 
They drew upon prior knowledge and experience from their known work and 
social world to help navigate the complexities of the new social world of 
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patienthood, matching and cross referencing their current situation with what 
was known from their other social world. These moments of recollection were 
important to participants, as they used this narrative to tell me more about 
“who” they were. This suggests that the interpretation of their patient identity 
through the lens of their known social world was used to hold onto their 
known selves through the transition to patienthood. Goffman (1969) concurs 
with this observation and suggests that the individual does not just take the 
new situated role and leave his other selves behind but instead holds on to 
aspects of their other selves.  
Holistic care that purports to consider the whole person through person 
centred care may well need to appreciate more fully the individual selves that 
are the elemental components of patienthood. ‘Knowing the patient’ is central 
to nursing practice to ensure patients’ needs are met (Bolster and Manias 
2010; Suhonen et al 2010) and establishing a caring relationship (Gallant et 
al 2002; Macdonald 2008). There are however barriers for staff in getting to 
know the patient, with the RN claiming time is a contributing factor 
(Macdonald, 2008) and advancing technology coupled with the increase in 
short stay also contributing to this difficulty (Bundgaard et al, 2011). Staff 
therefore may need to adapt to their work environment to ensure holism and 
person centred care remains a fundamental aspect of care.    
Failure on the part of healthcare staff to recognise the motivations behind, 
and display of, patienthood performance has the potential to undermine the 
process of transition, lengthening the liminal space and impacting negatively 
upon the patient experience. It is therefore incumbent on the carer including 
the HCA to gain deeper understanding of the individual their adjusting and 
adapting self for whom they are caring to support their transition to 
patienthood. 
It may be suggested, however, that the HCA is in a unique position to adopt 
practices of person centred care as they are the member of staff most 
available to the patient (Keeney et al 2005; Hancock and Campbell 2006; 
Kessler et al, 2010). The dyadic relationship between patient and HCA is 
built upon frequency of interaction coupled with opportunity to get to know 
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the patient as a person; their likes and dislikes, preferences, fears and 
concerns. This dyad has potentiality for empowerment and actualisation for 
the patient as they make decisions based on their known individual selves 
rather than their passive patient selves.    
6.6.3 Patienthood in context 
Participants occupied a variety of contextual positions during their 
patienthood. For some the transition between their known and patienthood 
selves was smooth, undertaken with a degree of unconscious control. When 
participants’ known self was temporarily interrupted due to medication and 
anaesthetic interventions, some described being in a lonely place, in which 
there was little human contact and a perceived loss of control. Participants 
inferred that the loss of control gradually reduced as they recovered and 
started to take back some control of their known and patienthood selves.  
Throughout this process, some participants alluded to a liminality: a 
suspension of what was known and an attempt to make sense of the new. 
This liminal space was punctuated with episodes of interaction by staff, of 
which the HCA was most visible. This provided continuity, something to hold 
onto and thus a sense of reassurance. The liminality occupied by these 
participants provides an additional context for their articulated behaviours 
and understandings that allows insight into some of the influences upon their 
patienthood journey. 
 
Goffman’s (1986) work on frame analysis is helpful in understanding how we 
act the way we do in social situations. He stated that the social framework 
provides the individual with points of reference, consisting of social 
‘standards’ that guide the individual in their ongoing actions. The way 
individuals behave depends upon their interpretation of frames of reference 
and is thus subjective. There are any number of frameworks that individuals 
may refer to within any situation. An individual’s use of these frames is, 
however, subject to their engagement with, and aims of the individual in, any 
given situation, which illustrates that individuals do have agency over, or 
control of, their actions. The agency of the individual is, in itself, susceptible 
to change from the influence and engagement of others who may offer 
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encouragement or threats. “Guided doings” (Goffman, 1986 p22) is the term 
used to describe such influence of others. The guided doings are therefore 
shaped by the ‘social appraisal’ being exercised by these others, in which 
value is assigned, in terms of social expectations, to the behaviours and 
actions of individuals. This explanation helps to illuminate the cognitive 
dissonance that some participants displayed in their narratives between 
belief and action. The participant who would not ask for help herself, but 
would suggest to future patients “not to put up with anything”, is an example 
of this disconnect. She was acting as a compliant patient, fearful of what the 
‘social appraisal’ of her request for help may be in terms of being labelled as 
a difficult or demanding patient.  
The known selves of patients are in a state of constant flux as they transition 
to patienthood. There are a number of influences, ranging from illness to 
medication and anaesthesia, that bring about this shifting state of their 
known selves. The space occupied whilst under these influences may be 
both liminal and temporal. The presence of the HCA at the bedside provides 
a constancy that supports the transition through this liminal space and 
mitigates the temporality, although continuity and consistency is not always 
achieved due to shift and work patterns. There must be consideration as to 
how the workforce maintains consistency and continuity as far as possible to 
ensure patients adapt to their new social world through the contribution of a 
stable workforce.  
6.6.4 Resilience 
Participants described learning about their new environment through their 
own efforts and with the assistance of the HCA. Whenever participants 
observed something they were uncertain about, or that was of concern to 
them, it appeared that this engendered a heightened state of vigilance. For 
some, negative experiences made them vigilant not only for themselves but 
also for friends and relatives who might become patients in the future. As 
participants described this heightened state of vigilance, they inferred that it 
left them feeling tired and stressed and was therefore not necessarily 
conducive to rest and recuperation.  
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From a sociological perspective, Pearlin (1989) suggested that a ‘stressful 
state’ cannot be viewed in isolation if it is to be fully understood. He posited 
that it is necessary to recognise the context within which the stressful state 
arises, which includes the social world and the relationships that exist within 
that world. Pearlin’s (1989) work analysed the role restructuring, and 
consequent stressors, that individuals faced when caring for a loved one who 
had become dependent, for example on visiting a family member when the 
family member had themselves become a patient. Some told of adapting 
their own life to fit in with the needs of their loved ones when those needs 
were not being met within the healthcare setting. This compensatory action 
was often recalled from a position where they felt there was no alternative 
but to meet their family member’s needs themselves. Pearlin (1989) 
suggests that this role restructuring can also bring about a state of vigilance. 
It could, however, be suggested that a vigilant response may also arise for 
patients when under stressors related to their own healthcare. Participants in 
this study who were under stress often became hyper-observant, attempting 
to manage their own needs in situations where they had the capacity and 
capability to do so, or seeking the assistance of others. These circumstances 
of hyper-observation and hyper-vigilance may go some way to explain the 
‘frightened’ state of mind that was described by one particular participant. 
 
It is therefore incumbent upon the entire care team to recognise such 
stressors, and the resultant vigilant behaviour that manifests itself, with a 
degree of inquiry into the causes rather than just acceptance. Additionally, if 
we accept that a heightened state of vigilance is related to stressors within 
the participant’s experience and social world, the psychological and 
biological impact on health and wellbeing in such circumstances needs to be 
recognised.  
 
Other participants, however, did not describe a heightened sense of 
vigilance, instead approaching negative experiences with a degree of 
separation or temporality. These participants may have therefore employed a 
coping strategy, drawing upon their own resilience, whereas those describing 
heightened vigilance may not have had such resources to draw upon.  
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It is worth exploring how the construct of resilience and adversity impact 
upon the patient experience. Adversity, as defined in Hildon et al’s (2008) 
study, is located around the limitation of personal circumstances and 
opportunity brought about by restriction or loss in one’s physical, mental or 
social wellbeing. Admission to hospital following a diagnosis brings about 
such loss and limitation through disruption and curtailment of one’s day to 
day activity and thus is classed as an adverse event.  
Alpers et al’s (2012) study interviewed six past ICU patients to elicit what 
factors contributed to a sense of inner strength, which as a concept is closely 
related to resilience. Relationships were identified as a key contributor, for 
which benefits ranged from the immediateness of their family to the 
professional relationships where they felt they were treated as an individual. 
Alpers et al (2012) also identified that the physical manifestation of recovery 
and being on the recovery trajectory were both important factors that 
supported inner strength. This latter point was illustrated in the deep 
meaningful connection between a highly dependent participant and an HCA 
at a point when the participant felt unable to go on. The encouragement 
offered by the HCA to this participant was during a time when there was little 
or no improvement in her health. The participant remembered these times 
the HCA spent with her as ‘life giving’ moments, implying that the meaningful 
relationship she described had the potential to contribute to her inner 
strength. 
The existence, and anticipation, of routine can be associated with 
experiences of adversity and subsequent expressions of resilience. When 
the routine of the clinical area was well understood and anticipated by 
participants, they expressed feelings of comfort and reassurance. When, 
however, routine was disrupted (for a range of reasons), some participants 
coped with this disruption better than others. Hildon et al (2008) recruited 
participants from the Boyd-Orr cohort, (University of Bristol, no date) (age 
range 70-80 years) and, although they did not directly explore resilience 
within a healthcare setting, some parallels can be drawn from their work. 
They discussed the possibility that strict routine may offer a type of insulating 
factor for participants, bringing structure to their days that in turn provided a 
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framework for social interaction. When this routine was disrupted, however, 
some participants experienced adversity. They concluded that within a 
healthcare setting, adversity coupled with an unstable routine may increase 
patient vulnerability. This vulnerability may also impact upon the heightened 
state of vigilance and hyper-observancy noted in the previous section which 
are all deleterious to patienthood. 
Patients face adversity by the very nature of their patienthood but how they 
cope with and manage this adversity is related to their ability to harness inner 
strength or resilience, which itself is affected by environment, routine and 
relationships. The meaningful connections that can be established between 
HCA and patient therefore have great significance in increasing resilience 
and inner strength, which has the potential to enhance the experience of 
patients and their ability to manage their future health and interventions. 
6.6.5 Asking for help 
Participants described varying degrees of willingness in asking for help, with 
some being unconcerned about asking for help from any member of staff. 
Others, however, were fearful of being thought of as a nuisance but did not 
expand on what the perceived consequences of being labelled a nuisance 
would mean for them; merely referring to not wanting to be a nuisance. 
Some participants were aware of times when the clinical area was busy and 
thus supported staff by self-managing their requests for assistance and 
waiting for what they perceived to be a quieter time.  
The subjugation of care needs in preference of presenting an agreeable 
persona may in part be explained and understood from the sociological 
perspective of labelling theories. Psychological theories of attachment may 
also help illuminate this phenomenon, however, it is beyond the scope of this 
study to critically analyse the psychological literature. 
 
In understanding participants’ fear of being perceived as a nuisance, 
labelling theory, in particular the work of Felicity Stockwell (1972), provides 
some insight. Stockwell (1972) studied the popular and unpopular patient 
from the perspective of the RN and proposed that nurses label patients as 
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‘popular’ or ‘unpopular’ based on criteria that may have been difficult, if not 
impossible, for the RNs to influence or redefine (social class, diagnosis). The 
binary notion of the concepts ‘good’ and ‘bad’, ‘popular’ and ‘unpopular’ may 
suggest the patient being ‘liked’ or ‘disliked’. In situations where there is little 
recourse to redefine oneself if labelled unfavourably, this has the effect of 
creating divisions between, and subjugating, individual patients.  Stockwell’s 
(1972) study firmly placed the responsibility for, and outcomes from, labelling 
the patient within the nurse’s or professional’s domain. Those involved in 
patient care therefore need to consider the implications of projecting their 
views onto another, which may or may not have consequences both in terms 
of behaviour towards the patient and the behaviour of the patient 
themselves.   
 
The labelling concept that emanates from labelling theory suggests those 
with power are able to construct a reality that has the potential to 
disadvantage those with less power. This disadvantaging of others has the 
potential to manifest itself as substandard care, although later works 
describe nurses’ awareness of these labels and the effort required to 
manage them so as not to subject the patient to inequity of care and 
treatment (Johnson and Webb, 1995).  
 
Johnson and Webb (1995) suggest that, rather than categorising the patient 
in a binary manner, labels are more pluralistic and complex. They are subject 
to multiple interpretations at any one time and patients themselves may have 
a ‘patient career trajectory’ in terms of their popularity. The concept of patient 
career trajectory suggests that labelling does somehow influence and shape 
the behaviours of patients as they interact with staff. There has been little 
research exploring this from the patient perspective, which may indicate the 
difficulties in both design and ethical approval of such a study. Some insight 
is offered by Johnson and Webb’s (1995) ethnographic observation of nurse 
patient interactions in one inpatient ward, but the study only asked staff for 
their thoughts, which left the patients’ voices effectively silenced. The 
conclusions that can be drawn for this study are therefore rather more from 
the professional’s perspective, providing insight into how staff managed 
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negative feelings towards some participants but lacking in depth of insight 
into the participants’ own perspectives. Questions therefore remain as to how 
the managed negative feelings of staff impact upon patients and what impact 
unmanaged negative feelings have for both staff and patient. 
 
Some patients, fearful of being labelled a nuisance, may behave in ways that 
conflict with their true feelings or experiences. The participant who did not 
ask for pain relief overnight perceived her potential request for pain relief as 
being a demand that sat outside of her perceived compliant patient role. 
 
If we accept that the social world of healthcare has established norms of 
behaviour, it follows that those with power have the capacity to unfavourably 
label those with less power. Conversely, they also have it within their power 
to consider how to redress the behaviours associated with this negative 
labelling. 
 
Participants variously described “asking for help” or “pressing the bell”, two 
phrases that could be interpreted in quite distinct ways. Use of the phrase 
“asking for help” may have alluded to the fact there was someone available 
to hear the request and respond to help. By way of contrast, use of the 
phrase “pressing the bell” may suggest there was no one immediately 
available, which places a different context on the patient experience. It may 
be, for example, that pressing the bell reinforces the ‘absent carer’, indicating 
that staff are busy with things other than the patient. 
  
The HCAs often told participants not to fear ‘pressing the bell’ for assistance, 
which made a connection with the participants through the distance that 
existed in the working day. Participants were still reluctant to ‘press the bell’, 
however, whereas the alternative perspective of ‘asking for help’ may have 
helped overcome their reluctance. 
 
The process of intentional rounding (Harm Free Care, 2016) and the 
presence of staff add to their visibility and perceived availability within the 
clinical area, which has a consequent positive impact on the patient 
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experience. This availability of staff to attend to needs in a timely way that 
avoids the patient having to recourse to the call bell is of significant value to 
patients, particularly if they are already fearful or reluctant to press the bell. 
 
6.7 Summary 
The output from this study indicates that the HCA is clearly assisting the 
patient through their patienthood and overall patient experience. The 
connections that patients form with the HCA make a significant contribution 
towards the patients’ adaptation of their known self to patienthood. As 
patients adjust to this new social world, their known self is transitioning: a 
liminal state that may be present for a short intensive period of time or for 
longer, depending on circumstances. For those patients monitored and cared 
for within an OPD setting, their patienthood is somewhat disconnected and 
has no clear start and finish. This results in their known self being 
intermittently punctuated and interrupted as a result of visits to and from the 
clinical environment. The role of the HCA within OPD is therefore somewhat 
different to that of the HCA in the inpatient setting. This study, however, 
shows that there may be opportunity for development of the HCA role in both 
inpatient and OPD areas. This, in turn, could enhance how the HCAs 
understand and interact with patients in this setting, providing further support 
for patients in their journey of adaptation to patienthood. 
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Chapter 7 Conclusion 
7.1 Introduction 
 
My research has explored the patients’ perceptions and understandings of 
the role of the HCA. Within the literature review, I set out the context of the 
patient within secondary care and I reviewed the role of the HCA. 
The methodological selection of grounded theory is an appropriate approach 
when little is known about a subject (Birks and Mills, 2011).  Charmaz (2006, 
2014) constructivist grounded theory acknowledges the co-construction 
between participant and researcher something I believed to be important in 
how the participants’ narratives would be represented. In addition, 
constructivist grounded theory as a methodology was an approach that 
helped to capture multiple perspectives in an area where there had been little 
research, an approach that brought about depth as well as breadth.    
The findings from the data analysis process were presented independently of 
the academic literature. This important decision helped to ensure that the 
participants’ voices came through, acting as a point of demarcation between 
my first stage literature review and my subsequent return to theory and 
literature within the context of the discussion.  
The discussion chapter drew upon a wide range of sociological and nursing 
literature, which supported the analysis and illuminated the findings taking 
them to another level of abstraction but also illustrated my development as a 
researcher. I have reflected in more detail later on in this chapter to further 
illustrate my academic development (section 7.5.3). 
This conclusion chapter addresses the initial aim, objectives and question 
and whether these have been met. I then look at this research in light of 
existing knowledge that addresses issues around identification of staff, 
patient responsibility, seeking assistance, vigilance and resilience and 
relationships. Reframing issues addressed within the discussion chapter 
using an altered focus has enabled me to make suggestions for further 
research and to identify implications for policy, practice and education, all of 
which are summarised at the end of this chapter. 
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7.2 Recapitulation of purpose and findings 
 
The aim of this study was to explore the role of the HCA from the patient 
perspective. I have achieved the overall aim of this research through the 
careful consideration and application of methodology, methods and data 
analysis. In line with inductive studies, the initial title developed and changed, 
led by the participants’ stories. 
The final title for the study is as follows: 
“Adaptation to patienthood: a grounded theory study on the contributions of 
Healthcare Assistants towards the patient experience.” 
The final objectives for this study are as follows: 
1. To investigate and describe what the patient conceptualises as the 
role of the HCA. 
2. To develop an understanding of what influenced these concepts. 
3. To gain an understanding of the interactions between HCA and 
patient. 
4. To explore the meanings of these interactions for patients. 
 
I acknowledge that these objectives are broad and the rationale for this was 
to ensure that the participants had the opportunity to narrate what was 
important to them, whilst ensuring that the research remained within the 
overall frame of inquiry. A brief summary of achievement for these objectives 
follows.  
 
7.2.1 Objectives 1 and 2 
The conceptualisation of the HCA role did not lead to a consensus across all 
participants. Whilst some knew or had worked out who the HCA was, others 
were either unsure or unconcerned. Participants who were motivated to find 
out used a variety of techniques to work out who was who. These included 
the association of tasks with roles, one such task being the administration of 
medication.  
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Some saw the HCA role as providing assistance to the RN. It was often 
noted that the RN was less available to participants but conversely was 
perceived as undertaking more ‘important’ tasks than the HCA, something 
that has been observed previously (Kessler et al, 2010). The perception of 
more important tasks implies participants in this study and those in Kessler et 
al’s (2010) see the bedside care they are in receipt of as less important than 
the duties performed by the RN. 
Future research may help to understand this more fully and in so doing there 
is opportunity to reposition direct patient care as having equal importance to 
‘other’ tasks. There may be positive benefits for such repositioning whereby 
the patient who is reluctant to ask for help or assistance may be more 
inclined to value their needs against what is perceived as more important.  
  
Participants’ expectations, which were often shaped by previous experience 
within healthcare, helped to inform some of these understandings. Some of 
these prior experiences had been negative and yet despite this, participants 
reported a largely positive overall narrative. Participants appeared to 
distance themselves from these negative experiences, burying them within a 
positive narrative that evidenced an ‘investment’ in their immediate and 
future relationships with the HCA and with staff more generally. Future 
research into patients’ perspective on care and elements of their experience 
need to consider appropriate methodologies and methods that capture the 
negative narrative which in turn will inform policy and practice for a greater 
patient experience.   
 
These findings suggest that the HCA is in a unique position, to orientate the 
patients with respect to ‘who does what’ as they transition into the world of 
patienthood.  
 
7.2.2 Objectives 3 and 4 
The descriptions that participants gave of their interactions with the HCAs 
appeared to range between highly transactional and highly transformational. 
Transactional, task-driven interactions provided the participants with little 
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meaning and therefore represented a missed opportunity for the HCA to get 
to know them as individuals. The transformational interactions, by way of 
contrast, were greatly appreciated by participants and provided moments of 
connection that had a lasting positive impact upon their patienthood.  
Trust as a concept contributed to the relationships participants developed 
with the HCA often through an experience; a tangible something they could 
relate to. The ability of the HCA to put some participants at their ease alluded 
to an immediacy of a therapeutic relationship as described by (Hagerty and 
Patusky, 2003). However, others built up their relationships over time as they 
based these on sequential interactions that developed trust. Proximity, as 
described by Frederiksen (2012) of the HCA had the potential to bring about 
an immediacy in the relationship that was of benefit to some participants who 
described dependency and reliance on the HCA.  
The mechanisation of some nursing tasks has brought the patient closer to 
the HCA through an increased number of interactions they are engaged in. 
They deliver much of the bedside care and they monitor patients’ vital signs, 
all opportunities for the HCA to add transformational activity to what is 
sometimes less individualised and more transactional.    
Transformational interactions were described as moments when there was 
exclusivity between the HCA and participant, attention for them as an 
individual. Reciprocal and mutual behaviours also contributed to participants’ 
appreciation of transformational interactions as they described the 
importance of humour and tokens of friendship that added to a sense their 
known self within the context of patienthood. Collective interactions were 
carried out at times when it was noted there was a loss of exclusivity, not an 
opportunity for participants to raise concerns but assisted the HCA in their 
observation of participants, a behaviour that is described by Foucault (1991) 
as indiscreet surveillance. 
As the findings and subsequent discussion suggest, the contribution of the 
HCA to patienthood can be transformative for the patient experience and 
may be significantly under-presented and under-researched within the 
273 
 
existing literature. This is part of the original contribution of this doctoral 
study. 
7.3 Implications 
 
This section of the conclusion draws on the discussion chapter which 
illustrated the relationship of this study to the pre-existing literature and thus 
will present new knowledge and insights. It also addresses the implications 
for further research, policy, education and practice.  A summary of 
suggestions and recommendations for each of these areas is located at the 
end of this chapter (section 7.4). 
7.3.1 Identification 
The accepted doctrine within healthcare of the importance of uniform as an 
identifier of roles and responsibilities suggests patients and staff are equally 
concerned about the differentiation of roles. The findings of this study, 
however, indicate that some participants were unconcerned with identifying 
roles, instead viewing the care staff as a single, homogenous group. For 
those participants wanting to identify roles, doing so through uniform can be 
challenging (Kessler et al, 2010). Participants often constructed role 
knowledge through association with tasks undertaken by the HCA, which 
implies they did not rely on uniform as a role identifier. The introduction of the 
new Nurse Associate (NuA) role (NHS HEE, 2016) will add an additional 
layer of uniform that may be colour coded to sit within or outside of the 
‘registered nurse’ family. The choice of colour therefore needs careful 
consideration, both for the symbolic message it has the potential to send in 
terms of reinforcing hierarchy and for the positioning of the role within the 
nursing family. 
7.3.2 Patient responsibility 
The fact that patients are often provided with an explanation of roles and 
uniforms at the point of admission implies that the information is required in 
order that patients can conduct themselves accordingly; in effect, forming 
part of their ‘responsibility’ as a patient. The notion of responsibility is taken 
up by Parsons (1991) who suggests the ‘sick’ person is exempted for 
responsibility of his presenting state but needs to take responsibility to get 
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out of the sick state. This latter position of responsibility for patients in getting 
themselves well combined with responsibility to know who is who and 
perform their patient responsibility accordingly appears to place emphasis on 
the patient getting and holding onto this knowledge to support their patient 
experience. 
It is, however, questionable as to whether this knowledge supports the 
patient experience or should even be necessary to make the healthcare 
system work. This approach is particularly questionable in situations where 
the patient journey is fast paced and changing; a situation that allows for little 
time or resource for the patient to adjust and adapt to a new social world. I 
therefore question the notion of patient responsibility and suggest that further 
research is required to gain depth of understanding about the interplay 
between uniform as a role identifier, the implicit knowledge of roles and the 
responsibility that this brings to the patient and the benefits of such 
knowledge. The patient journey differs across healthcare disciplines (e.g. day 
case surgery as compared to management of long stay patient) and it is 
further suggested that research into the responsibilities of patienthood are 
therefore contextualised for the individual patient journey within each 
discipline. 
At an organisational level there needs to be consideration for patient 
responsibility that is embedded within the patient journey. This would need to 
be with an appreciation of the variation across disciplines that would make a 
blanket approach difficult and inappropriate. Education and training to 
support the HCA (as well as the whole workforce) in appreciation of the 
contextualised patient experience and the inherent patient responsibility that 
is embedded within each patient journey would help to develop greater 
understanding of and thus an improved patient experience.  
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7.3.3 Seeking assistance and implications 
This study brings insight into how and why patients seek help and assistance 
from the HCA as the carer that is most available to them and as a conduit for 
their requests for help and assistance. Some of the help and assistance 
requested may fall outside the HCA’s role jurisdiction, which illustrates the 
relational dimension and mutual dependence between patient, HCA and RN. 
The patients’ perspective of this inter-relationship and dependency requires 
further research that has the potential to add depth to what may be an 
important patient safety issue. Patient safety remains a key agenda item for 
the NHS (NHS Improvement, 2016b) following The Mid Staffordshire Public 
Inquiry (MSPI, 2013) and Keogh Review (NHS, 2013) where the implications 
for the HCA role included continuing debate around registration (Cavendish, 
2013; MSPI, 2013; RCN 2007b; NMC 2006; UNISON, 2013) and 
commencing a care certificate for the HCA role (NHS Employers, 2015) 
emphasising safe and compassionate care.  
There may also be an opportunity to explore the development of the HCA 
role beyond traditional roles and responsibilities to understand what this 
might contribute to the patient journey and experience. A note of caution is 
that the driver for such an initiative should be patient outcomes and not the 
fiscal demands for delivery of healthcare.   
A Foucauldian lens may help refocus and reframe practices of observation 
and surveillance that have the potential to impact upon the HCA/Patient 
relationship. At the same time, applying this lens to the hierarchical 
relationship and flow of communication between RN and HCA may add 
understanding to the narrative around patient safety. This proposed future 
research may underpin policy development that further recognises the 
jurisdictional limitations of the HCA and the impact this may have upon their 
work, which could help to ensure patient safety is not compromised.   
The process of interpreting and re-framing the patients’ narratives around 
their experiences and observations provides opportunities for service 
development, role development and service provision that go beyond a 
merely hierarchical and jurisdictional view of staff within healthcare. This 
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would open up the debate for rethinking the patient journey in terms of their 
needs, rather than the needs of staff and professions. This refocus may also 
help bring greater insight as to why some patients are reluctant to ask for 
help or assistance. 
If the HCA’s position is viewed through a hierarchical lens, it runs the risk of 
their voice and perspective being drowned out by the professional narrative 
that has more direct access to policy makers and senior management 
(Waring and Bishop, 2010; Martin et al, 2015;). Additionally, opportunities to 
capture the patients’ voice will be lost if research does not seek to gain a 
greater understanding of the unique narrative between patient and HCA. It is 
therefore proposed that, for the voices of both patient and HCA to be heard, 
the relationship should be explored from the perspective of both participants 
within this dyad having agency and power that is actualised and not merely 
referenced. Education and development for HCAs that helps in 
understanding roles and performance, and the impact this has upon 
relationships with patients, would add value to the patient experience.  
7.3.4 Vigilance and resilience 
The relationship between trust, mistrust and vigilance was identified in this 
study with observations made around the potential for the HCA contributing 
to resilience for some participants as they faced adversity.  
For some participants a heightened state of vigilance was as a result of 
observing or experiencing something that caused them concern. They then 
took on the responsibility of managing themselves through these episodes 
where they could. For some occupying a liminal state there was no such 
management as they then had to trust in the individual, somewhat mitigated 
by their trust and faith in the NHS and organisation as a whole. The 
relationship between organisational trust that transcends towards the 
individual was noted by Giddens (1990) “faceless commitment” and the trust 
in regulated organisations as described by Fuglsang and Jagd (2015).  
Personal resilience was inferred by some participants as they described how 
they managed adversity. The contribution the HCA made was both subtle 
and obvious where the literature notes professional relationships contribute 
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to inner strength in adverse situations Alpers et al (2012) and where routine 
may also contribute (Hildon et al, 2008). This latter point may be further 
supported by the comfort alluded to in Forbat et al’s (2008) understanding 
that surveillance (Foucault, 1991) in the form of the routine observation of the 
patient through the directed care rounds may provide reassurance to 
patients. These rounds do however need to be meaningful if they are to 
reach the full potential of increased connection for the patient and the 
possibility of increasing patients inner strength.  
7.3.5 Patients relationships with staff 
Patients commence their patienthood journeys with expectations informed by 
their own past experiences or by the media and the NHS’s place within the 
general public’s awareness. With respect to this study, it was anticipated that 
such exposure would influence some of the participants’ expected 
relationships with staff. The narratives suggested that personal experiences 
appeared to shape their expectations rather more than media reports. 
Consideration should be given to undertaking critical analysis of the 
discourse pertaining to this subject area in order to fully illuminate the effect 
of the media narrative on patient expectations. 
Humour and care were additional concepts that led to significant findings 
within the research, offering a unique insight into the meaning of these 
concepts for patients in terms of their relationship and interactions with 
HCAs.  
The use of humour was valued by participants as part of their known selves. 
They identified interactions where there were humorous moments between 
them and the HCA. The interactions initiated by the HCA may have possibly 
been employed by them knowingly or unknowingly to reframe events, 
disguising messages that may have otherwise been difficult for them to 
impart. What my study has illustrated is there was a significant contribution 
made by the HCA in humorous interactions. What may be concluded was the 
value of and contribution to the patients known self in these humorous 
interactions with the HCA. Further research into the use of humour between 
patient and HCA within a dyadic relationship would illuminate an important 
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dimension of care as articulated by the participants in this study and help to 
provide guidance for staff who may be concerned about the professional 
implications where humour may not have been employed as part of their 
professional role. 
The care and consideration the HCA showed the participants was also 
valued and ranged from short interactive moments meeting the immediate 
needs of participants to the investment of a great deal of time for those 
participants who were in hospital for longer. The transformative interactions 
went beyond care and compassion as detailed in the 6Cs (NHS England 
2013a) as there was real consideration for the participants as individuals. 
These considerate transformational moments sometimes transcended into 
the HCAs’ own private space as they brought tokens from the outside world 
to those unable to access them for themselves. The 6Cs (NHS England 
2013a) does not include consideration in the strategy which I would suggest 
is an important element of care, arguably related to care and compassion but 
more specific in the relationship to the care and compassion for the 
individual. This omission adds to the complexity of the nurse-patient 
interaction that initiatives like the 6Cs will not necessarily address (Baillie, 
2015). Further work on how consideration for the individual patient can be 
brought into healthcare where there is emphasis upon reduced length of stay 
and improved day case surgery where opportunity for consideration for the 
individual may be compromised.   
The findings were in part supported by the nursing and sociological literature. 
There was little or no reference within the literature, however, to the unique 
relationship between HCA and patient as much of the literature only 
referenced the RN. This observation suggests that further research is 
needed to address each of these concepts, (that include humour, care, 
resilience, trust) which should not only be from the perspective of the dyadic 
HCA-patient relationship but should also incorporate relationships between 
the HCA and the RN. Such research would be expected to add to the 
existing breadth and depth of knowledge of the patient experience. Including 
both HCA and RN within future research would ensure that it captures these 
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significant relationships that constitute much of the patient experience. As 
such, policy direction will avoid a skewed, non-inclusive understanding.   
The contribution of the HCA to patienthood is an area of healthcare that has 
had little attention from the nursing research community. More specifically, 
there remains a paucity of research on the patient experience with the HCA, 
in terms of relationships and connections, and how these past experiences 
may set expectations for their future healthcare needs. This doctoral thesis 
helps begin to fill that void, adding original work to the existing body of 
literature. 
7.4 Summary of suggestions  
 
In summary suggestions for research, practice, education and policy are 
outlined as follows:  
7.4.1 Research 
Further research into the reluctance of some patients to ask for help is 
suggested. There is recognition that such research may require a creative 
ethical approval approach and organisations may have reservations about 
such study from a reputation issue. The ethical approval process for patient 
participation is complex (Lincoln 2005 p166) and often seen as difficult to 
achieve within a specific period of study. Lincoln (2005 p167) also notes 
there is a wave of conservatism within ethical review boards that may see 
some qualitative methodological approaches questioned as to their support 
of evidence based research. The challenge for the researcher is how to 
navigate such difficulties in order to reach and capture the patient narrative. 
The consequences of not gaining a deeper understanding of ‘asking for help’ 
for example from the patients’ perspective leaves a rather one-sided 
perception making policy and practice improvement problematic. 
Additionally, research that seeks to understand this type of behaviour may be 
best served with a multi-disciplinary approach which addresses the 
psychological aspect as well as the sociological.  
The relationship and interactions between HCA and patient influences and 
shapes the patient experience. There needs to be a greater appreciation of 
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the triadic relationship between RN, HCA and patients to ensure a more 
holistic and systematic understanding of the interplay and interactions within 
this group that will impact upon practice.  
A Foucauldian lens for research that explores the restrictions and limitations 
of roles and responsibilities for the HCA (and indeed others) may provide an 
opportunity to redesign some roles that meet patients’ requirements as 
opposed to jurisdictional limitations of roles and responsibilities. 
Studies that seek to explore the patients’ perceptions and experiences must 
make consideration for the methodological approach that will address the 
articulated positive narrative that potentially buries the negative. Patient 
interviews are complex and the ethical approval process adds to this 
complexity. This study sought responses from participants that were over the 
age of 18 and had capacity. There is clearly a need to explore further the 
patient perceptions of the HCA that is inclusive of all patients to gain a full 
and complete understanding however challenging ethical approval of such a 
study may be.  
7.4.2 Practice 
There are implications for practice from research that explores issues such 
as asking for help, boundary working, the triadic relationship between RN, 
HCA and patient and role redesign, all of which have the potential to 
enhance the patient experience. 
The dyadic relationship between HCA and patient, however, is little 
understood or recognised, in as much as the narrative is often missed or not 
captured. This missed opportunity prevents the narrative reaching the board 
from the ward and, as such, silences the significance of the contribution 
made by the HCA to the patient experience. Through realigning and 
adjusting communication routes, this missing narrative could be captured, 
bringing a more holistic view of the patient experience to board level and 
contributing to the organisational decisions made.  
Incorporating the HCA within the nursing family is not without controversy. 
The introduction of the HCA role was perceived as a ‘loss’ to the RN role and 
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‘devaluing basic care’ (Spilsbury and Meyer, 2005), with the HCA role also 
contributing to the discourse on skill mix (Lankshear et al, 2005; Kane et al 
2007; Shuldham et al 2009; Ball et al 2013; Schreuders et al, 2014; Griffiths 
et al 2015; Twigg et al, 2015). These issues have the potential to bring 
tensions into the workplace, wherein difference, difficulties and separation 
are not conducive to holistic to team working. It may be suggested that, 
where opportunity permits, the uniform colour may visually contribute to the 
inclusion of the HCA role within the nursing family if stratified within the RN 
uniform colour.  
There are patient safety issues around boundary working, wherein clarity 
around roles and responsibilities needs to be embedded within both policy 
and practice. There also needs to be greater recognition of boundary working 
contributing to role shift, which then becomes accepted practice over time if 
left unchallenged. Organisations that understand this phenomenon may also 
see these areas as potential opportunities for role development. If boundary 
working is to be seen as an opportunity, there needs to be greater 
transparency around such activity resulting in controlled role development,  
which will reduce the risk for patient safety. 
7.4.3 Education  
The HCA is an immediate and constant contact for patients and often 
provides the first point of contact for many patients entering healthcare. The 
HCA’s demeanour, manner and appearance in which these expectations are 
anticipated, understood and managed will offer patients an immediate point 
of reference that will shape their ongoing experience within healthcare. A 
point of consideration for employers seeking to improve the patient 
experience may be to further invest in the HCA workforce which often sits 
outside of workforce development training. 
Initial and ongoing education and training to support the HCA is essential. 
There is an opportunity to use less traditional methods of training and 
education that have the potential to assist the HCA in recognising the 
subtleties of patient behaviours. These methods include simulation and 
forum theatre that may support more interactive learning. 
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7.4.4 Policy  
It could be argued that ignoring or not acknowledging the HCA within policy 
development results in a large part of the patient experience not being 
considered. It remains incumbent on all policy makers, therefore, to include 
the HCA and make specific provision for this large workforce if the holistic 
care and treatment of patients is to be properly considered.  
Patients’ centrality in healthcare is a principle that requires policy makers to 
recognise the data from which policy is generated. The reduction of patients’ 
views through the use of quantitative survey and binary questions will not 
necessarily capture the breadth of views and perceptions provided by richer 
narrative data. There needs to be recognition that all forms of inquiry offer 
certain insights into the patients’ perceptions, understandings and views and 
policy therefore needs to be based upon the most appropriate data that 
informs such areas.    
Uniform policy at a local and national level that addresses the HCA and the 
new Nurse Associate role as part of the nursing family would contribute to 
the visual representation of the nursing workforce at every level. This 
approach would not only benefit the patient in working out who is who but 
would also support the inclusion of HCAs themselves within the holistic 
provision of nursing care. 
Boundary working has the potential to contribute to role development, 
however, policy needs to address the potential impact and implications of 
such in terms of patient safety and delegatory responsibility.  
7.5 Limitations and lessons learnt 
 
The limitations of using grounded theory have been discussed within the 
methodology chapter and thus this section will detail limitations that relate to 
the process as a whole and will also include data collection and data 
analysis. 
As an early career researcher each stage was a new experience where 
reflection and reflexivity provided the necessary impetus to seek personal 
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and professional improvement as the journey proceeded. This personal and 
professional improvement was assisted through supervision and attending 
regular grounded theory interest group meetings that provided peer 
challenges that were valuable for the early career researcher and also 
provided opportunity to reciprocate for those earlier on in their research 
journey as my research journey progressed.  
The scope, time and design limitations of this doctoral study meant the 
research focus was the patient within secondary care and not the HCA or 
other healthcare professionals or from a context of social care. This decision 
allowed for a greater depth and analysis of the patient data that otherwise 
would not have been given. It is of consideration that future research in this 
area would benefit from a dual approach to seek further understanding of the 
dynamic between patient and HCA across many settings.  
When writing up this study there were areas noted that could have been 
explored further in the interviews that may have added breadth to the area 
under study. A pragmatic view was taken at the time and considered with 
reference to the interview guide, aims and objectives of the study. Pursuing a 
greater breadth would not have altered the thesis but potentially provide an 
opportunity for further research. 
The methodological approach of this research was not designed to meet 
issues relating to transferability of the findings, however I have attempted to 
bring depth and rich description through contextualising the findings. This 
approach was taken with understanding the reader may see areas of 
practice they too recognise and thus provide opportunity to prompt further 
thought and inquiry. 
The demographic of the participants is representative of a predominantly 
white population. Despite numerous attempts to recruit greater number of 
participants from diverse ethnicities this did not happen. This limitation 
therefore does impact on the potential of wider narratives that could have 
informed more widely. 
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7.5.1 Problems arising during the research 
The redesign of the feedback session was one such problematical issue 
which is detailed in appendix 12a. 
The use of reflective journaling, and reflexive practice were essential skills in 
managing problems and issues which in turn ensured this research journey 
was completed within the timescale set. 
7.5.2 Responses from presenting this work. 
Presentation of this work at a number of conferences has provided me with a 
critical audience that has enabled me to reappraise and rethink in ways that 
otherwise would have been absent from this academic trajectory. 
The RCN conference in April 2015 provided me with further thoughts around 
how I continue to apply Clarke’s (2005) work generally in my reflexive 
practice and more specifically during data collection and analysis. There was 
a wide and varied debate about the value of such recordings in cartographic 
form. This presentation was well received with suggestion that the novice 
researcher would find such an approach helpful in recording their thoughts 
and developments in their doctoral studies. I anticipate taking forward the 
concept of capturing these episodes with cartographic representation in my 
own academic career and sharing with others through further development of 
a grounded theory interest group and whilst mentoring and supervising other 
students. 
The RCN conference in April 2016 provided me with additional perspective 
on the contemporary patient within secondary care. One member of the 
audience a nurse researcher herself said: 
 “you really don’t know what it’s like (to be a patient) unless you have 
been there.”  
This gave me a moment of reflection as I had not been a patient myself but 
had most recently provided nursing care in a professional capacity and more 
personally for a close family member. This comment provided me with further 
momentum and determination to continue to represent the patients voice to 
the best of my ability in this research. 
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Both conferences and my poster presentations at International Qualitative 
Methods research conference in May 2015 allowed me the perspective of 
positioning my research within a national and international network. Seeing 
where there were gaps and areas for additional work. 
7.5.3 Autobiographical reflections. 
In this section I will offer my reflections on my personal research journey 
from the start. Illustrating this throughout will be “live” memos that help to 
show how and what I reflected upon. 
It is pertinent at this point to note within the reflexivity section I note the 
subtle difference between reflection and reflexivity and within chapter 4 
section 4.7 describe the cartographic mechanics of reflexivity.  
A three-year full time PhD was not going to be without significant challenges. 
I wondered how I would manage full time study and commit to academia 
without the loss of some of my clinical and managerial skills. I felt that these 
skills were held solely within practice. This loss was a concern and I 
identified a tension within me that recognised there was going to be a point 
where I felt vulnerable. This vulnerability was about me acknowledging there 
was much to learn and I was for once not the expert, vulnerable for where a 
further career in academia would lead to and would this PhD equip me in that 
journey. There was also vulnerability as my clinical career had become very 
much part of my social identity as I left that behind.  
To manage this loss, I engaged with wider academic activity, setting up a 
Grounded Theory interest group, teaching on the undergraduate nurse 
education programme and working on the nurse bank as a relief registered 
nurse as and when I could. In addition, as already detailed I attended and 
presented at conferences, applied and was successful in achieving the RCN 
early career researcher post. I was also nominated and shortlisted for the 
Student Nursing Times Post Graduate Learner of the year award 2016. As I 
now reflect upon this variety of activities and achievements I am mindful of 
the academic growth that has now enriched my potential future career 
becoming part of me as I am reaching the end of my three years. 
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I started this journey late summer 2013 having read Aitchison and Mowbray 
(2013) and Carter et al (2013) sent to me by my MSc supervisor who was 
instrumental in getting me to even consider undertaking a PhD. These 
authors suggested that once a period of study starts there are changes in 
relationships outside of the academic community that occur. I recognise the 
change in myself, my beliefs, my perceptions and my criticality and I reflect. I 
reflect frequently on how best to manage this change as I am now emerging 
as someone quite different in the eyes of those around me. I have since re-
read and concur with much of what was suggested by the authors and have 
embraced this transformational development never once wanting to squeeze 
myself back to where I was.  
I am incredibly lucky to have an immediate supportive family that have 
laughed, cried and giggled with me over these last 3 years. There are others 
however for which this has been difficult and I acknowledge this and try to 
manage these difficulties as best I can for those who I love and care for. 
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Appendices 
Appendix 1  
My underlying assumptions  
 
Underlying assumptions Where is the evidence? 
The HCA delivers much of the 
bedside care as a result in a shift 
from RN to HCA 
literature and professional 
experience 
 
There are issues around role clarity 
between the HCA and the RN 
literature and professional 
experience 
 
The HCA is not regulated or 
registered yet makes up the largest 
proportion of care staff 
literature and professional 
experience 
 
The HCA is making decisions 
around care delivery 
literature and professional 
experience 
 
Formal training and minimum 
standards have been recommended 
by the government post Francis 
literature 
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Appendix 2 
An excerpt from my reflective diary, illustrating thoughts and decisions 
made.  
Reflective notes 
Date 12.5.14 
Having done some reading I have noted this: 
Hughes (1984) focusses on the internal dynamics of the division of labour 
exploring connections. He claims that it is impossible to describe the work of 
an individual without reference to that of others with whom they work. In 
addition, the work they think they do and what they do. 
This perspective has had influence on my understanding of the 
methodological approach of situational analysis (SA). The research will 
address the patients’ perspective within a largely complex situation.  
Although the research is NOT looking at the HCAs’ perspective and the work 
they do and the work they think they do there are complexities around the 
patients’ understandings of the role may well come to light with this approach 
and consideration. 
14.5.14. Attended a lecture by xxxx who spoke about the tensions between 
paid work and unpaid work. What was interesting was her willingness to 
state her influences in her research with her interest in “second wave 
feminism”. This got me thinking about standpoint approaches. 
With reference to the HCA I considered what she said on social mobility and 
career advancement as concepts embedded in Western Society. The HCA is 
paid a low wage with little chance of promotion or progression within the 
designation of HCA. Organisations may well offer training and advancement 
through education but will not always recognise this through pay and career 
development. 
The decline in manufacturing in the North East has seen a raise in service 
sector jobs. Women in North East were working where? Woman’s work? 
Would some of these HCAs have been employed elsewhere prior to the 
manufacturing decline? 
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14.5.14 Attended a PGR seminar led by a post- doctoral student who 
presented GT and SA. This was a really informative session and I was 
comforted to recognise much of what he was saying. One thing that was key 
that I need to review is the conceptual framework. Alison and Pauline have 
alluded to the importance of congruence and although I don’t want to “shut 
down” any potential lenses I may be viewing this research process through I 
do need to start thinking more now in terms of this. 
Thoughts therefore on Conceptual framework are: 
Grounded Theory as a process, underpinned by Symbolic Interactionism as 
a way of seeing things. The context is important for looking at the (medical 
ward compared to OPD) then SA will need to be a framework I gather data 
from. The data therefore comes from the situation with a sensitivity to this 
that awareness will bring. 
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Appendix 3.1-3.4 
Maps and Mapping exercises 
 
 
 
 
3.1 Opening up what I already knew before the literature review. 
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3.2 Contextualising the data collection 
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3.3 Thinking about what I know before data collection 
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3.4 Rethinking what I know post pilot interviews
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Appendix 4 
Critical reading and writing  
Title: Date reviewed:  
Why am I reading this? 
What are the authors trying to do in writing this? 
What are the authors saying that is relevant to what I want to find out? 
 
 
 
How convincing is what the authors are saying? 
 
 
 
 
 
In conclusion what use can I make of this? 
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Appendix 5 
5.1- 5.3 Letter of explanation, Information sheet, consent. 
5.1 letter of explanation 
 
 
Sarah Morey RGN, BA (Hons), MSc 
PhD Research Student 
Northumbria University 
Coach Lane 
Newcastle Upon Tyne 
NE7 7XA 
Tel No 0191 2326002 
 
Dear Patients, carers, visitors and staff. (Version 1.3) 
 
General information about some research activity in the clinical area. 
“What perceptions do patients hold of the Health Care Assistant role and the care 
delivered and what influences these perceptions?” 
The aim of this research study is to explore patients’ perceptions of the HCA role 
within an NHS Foundation Trust.  You are either a patient, a carer, a visitor or a 
member of staff where this research will be conducted. 
This information sheet is designed to inform you why the research is being done 
and what it would involve for you should you be interested in taking part.  
The research is being conducted by Sarah Morey who is a registered nurse and a 
full time research student at Northumbria University.  This research study will form 
part of her PhD study. 
In 3-6 days’ time Sarah Morey will commence her research within this clinical area. 
The research activity consists of interviews with patients that have agreed to 
participate. No staff will be interviewed as part of this research.  
For patients who would like to take part an information sheet is available which 
details the research and what you will be agreeing to do if you agree to take part. 
Please read this carefully. 
 
Thank you for taking the time to read this letter.  
Yours faithfully, 
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Sarah Morey RGN, BA (Hons), MSc 
5.2 Information sheet 
 
 
 
Sarah Morey RGN, BA (Hons), MSc 
PhD Research Student 
Northumbria University 
Coach Lane 
Newcastle Upon Tyne 
NE7 7XA 
Tel No 0191 2326002 
Research Study Information Sheet 
Patient Interview (Version 1.3) 
 
“What perceptions do patients hold of the Health Care Assistant role and the care 
delivered and what influences these perceptions?” 
 
What is the purpose of the study? 
The aim of this project is to explore the perception patients hold of the Health Care 
Assistant (HCA) role.   
 
Why have I been asked to take part in this study? 
You have been asked to take part in this study because you are a patient within a 
clinical area taking part in this research project. 
 
 
Do I have to take part in the study? 
No, it is up to you to decide if you wish to take part. Sarah Morey, the researcher, 
will meet with you to discuss the study in more detail. You will also have an 
opportunity ask any questions you may have. 
 
If you agree to take part then Sarah will ask you to sign a consent form to confirm 
this. You are free to withdraw from the study at anytime, without giving a reason. 
Withdrawal will not affect the care you receive in any way and your decision to 
withdraw will not be shared with anyone. 
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What am I being asked to do? 
If you decide to take part in this study you will be asked to participate in an 
individual interview with Sarah.  This will take approximately 45 to 60 minutes of 
your time.  The interview will be recorded to accurately document your responses.   
 
 
 
Are there any disadvantages to taking part? 
You may also experience the potential inconvenience of having to take part in an 
Interview which may last for up to 60 minutes. There also may be the possibility you 
may find discussing aspects of your care upsetting. The researcher will listen 
carefully to your comments and offer support where appropriate. There may also be 
the possibility you inform the researcher about an incident that may require further 
support where the nurse in charge will need to be informed so that appropriate 
support for yourself can be put in place and where the incident can be investigated 
further. 
 
 
What are the benefits of taking part? 
There are not direct benefits to taking part in this study.  
 
CONFIDENTIALITY 
 
Collecting the data 
The data for this study will be collected using a Digital Dictaphone Recorder during 
the interview. Once the interview has ended the recording will be transcribed and a 
written record of the discussions will be created. The data will be anonymised so 
that you cannot be identified.  All personnel involved in the project are bound by the 
NHS Confidentiality Policy and the Data Protection Act.    
 
Storage of the interview tapes, transcripts and other papers 
The digital recordings will be erased once they have been transcribed.  The paper-
based transcriptions will be kept in a locked cupboard at Northumbria University 
until the research is completed. This cupboard is accessed only by the researcher. 
These documents are link-anonymised and are marked by your unique study 
identifier.  
 
The only individual who will have access to the digital recordings and paper 
documents is Sarah, the researcher. 
 
Any information which is produced as part of the project will not bear your name. 
 
What will happen to the results of the research study? 
The results will form part of a report which will be completed by 2016.  This report 
will not be  made available to study participants. The results will be published in 
education and health care journals and within a PhD dissertation. You will not be 
identified in any publication although your words may be published exactly as you 
said them during the interview. 
 
Who is funding this study? 
Sarah Morey is supported and sponsored by Northumbria University through its 
programme of PhD studentships. 
 
Who has reviewed this study? 
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The proposed research has been reviewed by an NHS Research Ethics Committee 
(INSERT NAME)  and the Research & Development team within The Newcastle 
upon Tyne Hospitals NHS Foundation Trust. 
 
 
 
 
Where can I find further information about the research? 
 
In the first instance please contact: 
Mrs Sarah Morey – Principal Investigator xxxxxx 
 
If you are unhappy about this study please contact: 
Dr Alison Steven- PhD Supervisor xxxxx 
 
General Information about research can be obtained from PALS 0800 0320202 
 
If I take part can I withdraw from the study at a later date? 
You can withdraw from the study at any time. Simply inform Sarah during the 
interview that you would like to withdraw. 
 
When you indicate your intention to withdraw from this study Sarah will ask for your 
permission to keep and use the information that you have already given.  If you do 
not give your permission for this then all of your study data will be destroyed. 
 
Complaints 
If you have concerns about any aspect of this study please speak to either Sarah 
Morey, or her PhD Supervisor (details below) and we will do our best to address 
these.  You may wish to make a complaint directly through a member of the care 
team from Newcastle Hospitals Trust and the clinical area you are in. This process 
will be supported by the researcher to ensure the appropriate member of staff is 
made aware of your complaint 
Alternatively you may wish to speak with a member of the PALs team for free and 
confidential advise. 
 
Researcher                Sarah Morey Northumbria University  
             Telephone xxxxx 
   e-mail sarah.morey@northumbria.ac.uk 
 
PhD Supervisor  Dr Alison Steven Northumbria University 
   Telephone xxxxx    
e-mail Alison.steven@northumbria.ac.uk 
 
PALS                          Telephone  xxxxx 
 
 
 
 
 
Information disclosure 
Sarah Morey is a Registered Nurse and is governed by the Nursing and Midwifery 
Council (NMC), he will inform you at the initial meeting of the NMC code (2008), and 
also the NMC raising and escalating concerns guidance (2010) 
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Research Team 
 
Principal Investigator Sarah Morey Northumbria University  
   Telephone xxxxx 
   e-mail sarah.morey@northumbria.ac.uk 
 
 
PhD Supervisor  Dr Alison Steven Northumbria University 
   Telephone xxxxx   
e-mail Alison.steven@northumbria.ac.uk 
 
 
 
5.3 Consent for interview and workshop 
 
Sarah Morey RGN, BA (Hons), MSc 
PhD Research Student 
Northumbria University 
Coach Lane 
Newcastle Upon Tyne 
NE7 7XA 
Tel No 0191 2326002 
CONSENT FORM (Version 1.3) 
Patient interview 
“What perceptions do patients hold of the HCA role and the care delivered and what 
influences these perceptions?” 
Please initial the box 
 
         YES   
1, I confirm that I have read and understand the information 
sheet dated ………… (Version 1.1)  
 
2, I have had the opportunity to consider the information, ask questions  
about the study, and these have been answered to my satisfaction 
 
3, I am willing to be interviewed  
 
 
4, I am happy for my comments to be recorded and 
my words used in the research 
 
5, I am happy for my comments to be audio recorded and 
my words used in the research 
 
 
6, I understand that my participation is voluntary; I can withdraw at any time  
without giving reason if I change my mind and this will not affect me in any way 
 
7, I understand that relevant sections of my medical notes and data collected during 
 the study, may be looked at by individuals from the NHS Trust, where it is relevant 
 to my taking part in this research. I give permission for these individuals to have 
 access to my records. 
  
8, I understand my name and details will be kept confidential, and will not appear  
in any printed documents 
 
9, I know that because of the study sample that I could be identified  
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and that the researcher will attempt to maintain anonymity 
when writing reports 
 
10, I agree to take part in the above study 
 
 
 
I …………………………………. [name of participant] understand the information presented to me by  
 
…………………………….[name of researcher] and agree to take part in the research 
 
 
 
Signature ………………………………. [Participant]  Date ………………. 
 
 
 
Signature ………………………………. [Researcher]  Date ……………….. 
 
 
 
Sarah Morey RGN, BA (Hons), MSc 
PhD Research Student 
Northumbria University 
Coach Lane 
Newcastle Upon Tyne 
NE7 7XA 
Tel No 0191 2326002 
CONSENT FORM (Version 1.3) 
Past Patient Workshop  
“What perceptions do patients hold of the HCA role and the care delivered and what 
influences these perceptions?” 
                                                                                        Please initial the box 
 
         YES   
1, I confirm that I have read and understand the information 
sheet dated ………… (Version 1.3)  
 
2, I have had the opportunity to consider the information, ask questions  
about the study, and these have been answered to my satisfaction 
 
3, I am willing to be interviewed and participate in the workshop  
 
 
4, I am happy for my comments to be recorded and 
my words used in the research 
 
5, I am happy for my comments to be audio recorded and 
my words used in the research 
 
 
6, I understand that my participation is voluntary; I can withdraw at any time  
without giving reason if I change my mind and this will not affect me in any way 
 
7, I understand that relevant sections of my medical notes and data collected  
during the study, may be looked at by individuals from the NHS Trust, where it is  
relevant to my taking part in this research. I give permission for these individuals to 
 have access to my records.  
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8, I understand my name and details will be kept confidential, and will not appear  
in any printed documents 
 
9, I know that because of the study sample that I could be identified  
and that the researcher will attempt to maintain anonymity 
when writing reports 
 
10, I agree to take part in the above study 
 
 
I …………………………………. [name of participant] understand the information presented to me by 
…………………………….[name of researcher] and agree to take part in the research 
 
 
 
Signature ………………………………. [Participant]  Date ………………. 
 
 
Signature ………………………………. [Researcher]  Date ……………….. 
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5.4 Good Clinical Practice Certificate of Completion 
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5.5 Additional Ethics documentation 
University Ethical approval was reached in May 2014  
IRAS REC approval was reached 7th October 2014 
 
 
 
 Initial NRES Approval 
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Final NRES Approval 
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Appendix 5.5- 4.7 Interview guides Phases 1-3 
Phase 1 
Initial Grounded Theory Interview Schedule for Patients. 
This document provides an outline of the types of questions the researcher seeks to 
undertake. 
The methodology of grounded theory is such that interview followed by analysis will 
inform the subsequent interviews and so on until data saturation is reached. 
It is therefore important to note that the interview questions are only a guide as to 
style, approach and content. 
 
Semi-structured interview with patients 
Date of interview_______________ 
Clinical area___________________ 
Within study file there will be a participant list that details name and age of the 
patient along with study identifier. This sheet will remain within the study file at all 
times.  
Provide an Introduction 
Thank you for agreeing to this interview 
Ensure participant is happy to be interviewed and have this recorded 
Ensure participant is happy with the information sheet they were provided with, 
have read it, and have had all questions answered prior to this interview 
Ensure participant has read and signed the consent form, and is still happy to 
take part in the interview 
 
Inform the participant of the reason for the interview 
To gain an understanding of their own personal perceptions of the role of the HCA 
and the care delivered. 
 
Ground rules  
This interview space is to be a safe environment where all information, views and 
opinions are to be treated as confidential, and should not be discussed outside this 
room. 
The researcher is working with the Nurse in charge of Out Patients to secure a 
consultation room to ensure confidentiality at all times for all patient interviews. 
All information will be recorded then anonymised during the transcription phase 
I may have to ask you for clarity of certain information if needed 
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Please do not name other members of staff or patients or refer to them by name 
Please just try and relax; this is an interview surrounding your own views and 
understandings. 
 
I am a registered Nurse, and so I am governed by the NMC Code, and raising and 
escalating concerns, if there is any information that I feel in my professional opinion 
that needs to be addressed or escalated I will refer to the NMC raising and escalating 
framework, (copy to be provided to the participant) 
 
Initial Open- ended Questions 
1. Can you tell me about your recent interaction with the HCA? 
2. Could you tell me what was going on before you asked for help? 
3. Could you tell me what was going on before the HCA came over to you? 
4. How were you feeling? 
5. What was it about the care you received that made you feel better/worse? 
6. What is your awareness of the different nursing and care roles on the 
ward? 
Intermediate Questions 
1. Can you tell me about a time when a HCA cared for you? 
2. What was good about that episode? 
3. If you look back during your time on the ward can you recall any other 
events that stand out? 
4. Can you tell me what makes a good HCA? 
5. What do you think are the most important qualities for the HCA? 
Ending Questions 
1. Tell me about what views you had about the HCA role before you came 
into hospital? 
2. What are your views now? 
3. What advice would you give a friend who was being looked after by the 
HCA? 
4. Is there anything else you would like to tell me? 
 
End of interview 
Have you anything more you would like to add to this interview. 
Thank you for your time 
 
 
342 
 
Appendix 5.6 
Phase 2 Post Pilot Questions for Patient Interview 
 
What is your understanding about the different nursing and healthcare roles 
on the ward/OPD? 
If there is understanding and the patient know what the HCA role is then 
move to left hand column. If there is little or no insight into the role difference 
between RN and HCA then move to the right hand column: 
 
Can you tell me about a recent 
interaction between you and a HCA 
on the ward/in clinic? 
 
Can you tell me what you 
understand about the nurse? 
Grades, uniform, roles and 
responsibilities? 
Can you tell me what was going on 
before the HCA came over to 
you/asked for help? 
Can you tell me about a time when 
one of the nurses came to assist 
you? 
Can researcher Identify whether it is 
a HCA or RN from description of 
activity/uniform or straight 
immediate Identification of staff 
member? 
How were you feeling? 
 
How were you feeling? 
What was it about the care that made 
you feel better/worse? 
Explore 
 
What was it about the care that 
made you feel better/worse? 
Explore 
What were your expectations before 
you came into hospital about the 
staff that would care for you? 
 
What were your expectations before 
you came into hospital about the 
nurses that would care for you? 
 
What experiences have you had that 
make you think/feel that? 
 
What experiences have you had that 
make you think/feel that? 
 
If you look back can you recall any 
interactions or events between you 
If you look back can you recall any 
interactions or events between you 
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and the HCA that you think are 
important? 
 
and the nurse that you think are 
important? 
Can the researcher identify if the 
nurse is HCA or a RN? 
 
 
What are your thoughts now about 
the HCA role? 
 
 
What are your thoughts now about 
the nurses’ role? 
Is the grade, experience, 
qualification of the nurse/HCA 
important to you? 
 
What advice would you give a friend 
who was being looked after by a 
HCA for the first time in 
hospital/clinic? 
What advice would you give a friend 
who was being looked after by a 
HCA for the first time in 
hospital/clinic? 
 
Appendix 5.7 
Phase 3 semi structured interview guide. 
Reputation of Hospital/ ward/ clinical area? Has this influenced experience? 
Is there a dependency on staff bringing the outside world into the clinical area 
through communication? 
What does HCA bring to your relationship? 
Are staff interested? In their job? In you as a patient? 
What do they know about you? 
Do staff know you? What makes you think that they do? 
Is there an equity between you and the staff at a human level? 
How does that impact on you as a patient? 
Where is the RN? What is the RN doing? What is important work? Why? 
On the ball staff? How do you know that? What tells you they know what they are 
doing? 
Not nice things? How do you feel? 
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Appendix 6 Demographic details 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
345 
 
Appendix 7.1-7.2 Sampling  
 
 
7.1 Initial sampling 
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7.2 Theoretical sampling illustrating some of the emerging codes 
relating to participants. 
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Appendix 8 
Memos and notes on observation 
 
Observational notes 20.11.14. (Thursday 10.30) 
Micro level. 
The main OPD area was busy as patient and relatives filled coffee shops, 
and rest areas. 
Main desk area for the xxxx clinic held that day had clerks and staff nurses 
around it. Bales of brown notes sat behind desk area. I was taken to Clinic 
Sister who asked me what I needed and then took me around to the 
haematology clinic which was quieter. The running of the clinic was quiet, 
controlled and efficient. There was no excessive noise or disturbance. Area 
was clean and tidy. There were no obvious interruptions to the flow of activity  
The clinic comprised of 1X Consultant. 1X Specialist/Consultant Nurse. 
These staff members were working within their own rooms so I did not get to 
meet them. The ‘running’ of the clinic was managed by 2X HCA. One HCA in 
particular took charge of the situation asking me if I needed a room and what 
I would require from them. 
I was shown into a clinic room where I sat at a desk with my notes and voice 
recorder. 
I then returned to the HCA to ask if there were ‘suitable patients’ for interview 
sitting within the waiting area. 2 patients were identified and I went out to this 
area to see if I could ask them if they were willing to consider participating. 
This approach continued for the 3 initial interviews that took place that day. 
 Interview 1 alone 
 Interview 2 with husband 
 Interview 3 alone and willing to wait as I was late with the second 
interview. 
Position of interviewer and interviewee 
 
I: Interviewer 
P: Participant 
R: Relative 
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I did not observe any display/notice illustrating a uniform who’s who.  
Meso level. 
When I asked for a JD for the HCA staff in OPD I was told it is the generic JD 
for all the HCAs in the depart.  
Macro level.  
The winter pressure for A&E were regularly hitting the media where there 
were a number of report at a local and national level. 
 
Observational notes 21.3.15 Ward xxx 
Macro level 
A&E winter pressures, targets and delays are tailing off or certainly there is 
little in the news about this. The election in May dominates the news and 
papers with little on NHS at present.  
Care certificate talked about and launched. 
Meso level 
Spoke to Ward Sister briefly. She told me the JD is a generic one for the 
Trust. She has mostly band 2 with a number of band 3’s which are a 
historical inheritance.  
Micro level 
Similar layout to ward xxx. Bays of 6 and some cubicles. Cubicles were 
further down the ward area beyond the nurse’s station which was located 
half way down on left. I arrived about 11.40 on Wednesday morning. The 
ward was quiet, with most patients in or around their own bed space. Staff 
were either at the nurse’s station or else were in the bays preparing for 
lunch. It was interesting to note on my pre visit earlier the HCA stated I was 
most welcome to come back but that it would not be possible during 
protected meal times. This was an interesting observation as no one else 
had stated there was an issue during mealtime visiting to the ward. 
Ward xxx is a mixed sex ward with a speciality of liver disease. Patients are 
therefore in for some time and some have undergone some quite invasive 
surgery. 
 Interview 6 male in cubicle 
 Interview 7 male in bed 1 of a bay of 6 
 Interview 8 male in bed 4 of a bay of 6. 
It was very, very quiet during interview 6 in the cubicle, there was very little 
noise or activity outside the door. This was during mealtimes but as he was 
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not eating or drinking (NBM) and away from the rest of the ward area the 
HCA did not stop me interviewing him. Interview 7 and 8 were after lunch in 
separate bays but both had a degree of activity with interview 8 having a little 
more as the observations were being done. 
Although on listening to the recordings, there is noise and activity picked up it 
never felt a busy ward. There were staff around but they did not come in to 
any area unless there was work to do, a task to undertake or some message 
to convey. 
No notice boards or staff ID info noted. Ward Sister when I left ward was in 
the office with the door open and we had a brief chat before I thanked her 
and left. 
  
Observational notes OPD xxx 3 interviews August 2015 
The clinic was really quiet. I was allocated room 8 where I had not 
interviewed before but it was much like all other clinic rooms.  
Staff were really friendly and happy to help. I tried to start up a general 
conversation which was not easy but once I understood the HCA’s interest in 
her new job at the new xxxx clinic site we chatted about new roles and new 
buildings for a while until there were some patients I could approach to ask. 
A well-dressed lady in her early 60’s was sat with her husband and although 
quite quiet she agreed to be interviewed after her appointment. Another 
gentleman was approached but he was not keen. I was anxious to get 
someone else on board as patients were looking few and far between. A 
junior staff nurse asked a gentleman who agreed and I then went to discuss 
with him what the interview was about.  
Following on from these 2 interviews I then approached another clinic where 
they were running late. I managed to speak to the last patient, she was 
happy to be interviewed to pass the time. 
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Appendix 9 Improving my interview technique 1st and 2nd Pilot interview 
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Screen shot 1&2: illustrating reflective work on improving interview technique
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Appendix 10 
Layout of 6 bedded bays 
 
 
 
Observational notes. 
The long corridor took the visitor to the ward past 4 bays of 6 on the left and 
3 cubicles on the right. The nurse’s station was situated at the end of the 
ward where the ward rounds were being discussed and where there were a 
large number of staff. 
These staff included clinical nurse specialists (I knew this or worked it out as 
the dialogue exchanged between ward nurses and these specialist roles was 
different to the ward nurse to ward nurse dialogue), ward nurses, and medics 
of numerous ranks. 
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Appendix 11 
Sample of Reflective notes on interview locations 
I did not notice staff notice/identification board inside or outside the ward. 
There were no leaflets in any of the bay areas or notices within the bay area 
giving this information. 
10.1.15 13.00 Ward xx. The end of the ward was busy, lots of discussion and 
consultation going on. Phone ringing several times during my “waiting” at the 
nurse’s station for the ward sister and then the S/N. As you walked through 
the ward area there was an increase in the number of staff as you moved 
towards the nurse’s station. On several journeys up and down the ward there 
were no nurses noted at any time in any of the bays other than when I left 
S/N who had helped organise the interviews was doing the drug round and 
was within the bay. 
During the interviews the curtains were around each of the participants so I 
was not aware of anyone entering each of the bays. There was some activity 
late on during the interview due to cleaning within the bay. 
I cannot say that no one entered the bay while I was interviewing but I 
“heard” no dialogue between staff or any patient in the bay during the 
interviews. 
Times that the interviews took place were Friday lunch time and Monday 
morning. I recognise that these are prime ward round times before and after 
the weekend, diverting activity away from the bedside and more activity at 
the nurse’s station and white board. There may well be times when there is 
rather more activity within bays and cubicles outside of these times that was 
not observed. 
The ward was clean, tidy, patients appeared well cared for, there was no 
smell, no excessive noise and there was an air of control and calmness 
around the place. 
I considered the potential for the interview conversation to be over heard and 
considered if each of the participant was also aware. Were participants 
concerned that any negative expressions would be met with reprisal from 
staff, was there an overwhelming sense of gratitude that rendered any 
thoughts of negativity obsolete, dismissed, disregarded or erased? 
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In comparison the OPD settings were “confidential” due to the interviews 
being held in one of the consulting rooms. Were these participants any less 
likely to express negative views? Looking back, I didn’t think so. Analysis of 
the data from both an inpatient more open interview and the OPD there was 
a fair balance between them both expressing positivity. I wondered therefore 
if this was not necessarily down to immediacy of the dialogue between me 
and the participant but was at a higher level where there was a sense of 
debt, or gratitude that transcended the interview. 
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Appendix 12a 
Reflective notes on feedback session redesign. 
I planned and scheduled two feedback sessions for the first week in August 
2015 one for each site. Following recruitment from OPD across both sites 
these feedback sessions were to be held 7 days after the initial recruitment.  
A large number of patients were approached and eventually I had 
commitment from 20 patients in total to attend either one or the other venue. 
Participants were given clear instructions as to the location, a letter of 
introduction and an information sheet about the research.   
Nearly all of the patients approached were polite and listened to why I 
wanted to talk to them. I approached a number of patients with varying age, 
ethnicity and gender from what I could observe from the waiting area. Those 
that wanted to listen were interested and responded with positive comments 
similar to the following: 
“I would like to help.” “I can see the value of this and how important it will be.” 
“I would like to contribute to this” 
It was therefore with some surprise that no one turned up for either feedback 
session and I needed to reflect on why. 
Reflections on my approach: 
I did feel very apprehensive before I started to approach patients as the 
waiting rooms were really quiet and others could hear what I was saying. 
This was not necessarily a bad thing. I reasoned if they really did not want to 
attend they had time before I came over to make their excuses or prefer not 
to talk to me. I did however feel it was a big ask for patients to come back 
into hospital. The building may represent something significant and difficult 
for them in their own life. Perhaps my empathetic perception was somehow 
portrayed? 
My other concern was that those who were local, were retired and relatively 
active were the ones saying they would attend. The 20 that said they would 
attend were of an average age of 65 plus and retired. For some patients, 
there was desire to contribute, they wanted to feedback and felt it was their  
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duty to do so, altruistically. If this altruism waivered over the week, then 
perhaps they felt less inclined to return.  
Possible solutions: I was also concerned about coercion and was perhaps 
less forceful than I could have been, I therefore considered adopting a form 
that would get potential participants to “commit” which looked something like 
the following: 
 
Name/Number Age 
category 
Gender Ethnicity Site 1 Site 2 
      
      
  
This was to address the participants saying yes because they want to please 
and the social acceptability by giving them a form to “commit” to may get 
them to be more truthful about their intentions. 
Alternatively, I considered employing the University patient group. Could I 
consider a lunchtime after warfarin OPD clinic? Patients are usually in every 
week for bloods and are used to waiting however efficient the phlebotomy 
service is. There is a real problem however with this as patient flow cannot 
be interrupted.  
I could however still access both inpatient and OPD for participants and so I 
pursued the idea of “presenting” a number of findings to some participants in 
OPD individually. The interview would be different but not the access, timing 
and location. An application was sent to the University ethics panel for 
approval which was granted. 
The feedback session “presentation” of findings interviews involved 3 
individual patients and were completed in October 2015.  
 
 
 
 
357 
 
 
 
Appendix 12b sample questions and quotes from feedback sessions 
Georgie (FB 2) 
I.  “They come and talk to you for as long as they can” that’s something else 
that somebody said.  
R: Yes I suppose they’ve got to go round everyone but yes, they do spend 
time with you. 
I: And what is it about here?  
R: Well just got more faith in them.  I know that I had what happened to me 
but touch wood they fixed my stomach. 
I: Okay.  
R: And I was so bad – and I was so grateful for what they done… 
Johnny (FB 3)  
I: So as I said I’ve conducted a number of interviews. I’ve got some 
findings here, just some quotes and references that patients have said. 
It’s just really to find out whether you agree or disagree, or if you’ve 
got anything to add to that. Now do you know who the healthcare 
assistant is? 
R: Not particularly.  
I: Okay, so they’re the nursing staff that are dressed in white with the 
brown epaulettes on. Does that make sense who they are now? 
R: It used to be auxiliary nurses. 
 
I:         More than duty. Somebody said they’re gifted, I know I can rely on 
them, their caring is unreal. 
R: Yes. Yes, if you get the same ones and you manage to get to know them a 
little bit, yes.  
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Appendix 13 Data coding and analysis images
 
 
Screen shot 3: illustrating analytic/reflective memos. 
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Screen shot 4: illustrating lumper coding, line by line analysis, mining the data for 
gerunds, in vivo codes and generation of initial codes. 
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Screen shot 5: initial and in vivo codes June 2015 
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Screen shot 6: showing progression from initial coding to focussed coding and memos. 
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Screen shot 7: development of focussed codes July 2015 
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Appendix 14  
Output from the research process 
Presentation of this work at conferences has provided me with a critical audience 
that has enabled me to reappraise and rethink in ways otherwise would have been 
absent from this academic trajectory. 
Date Organisation Presentation Reflection 
10-12th 
September 
2014 
BSA 
Birmingham  
Forum 
theatre 
workshop 
An opportunity to network 
across disciplines other than 
nursing. Offered me a unique 
opportunity to present a 
dynamic and innovative piece 
of work working 
collaboratively with social 
work and lay health students 
a different perspective was 
brought to my work at an 
early stage in my academic 
career. 
Paper accepted for Journal of 
Adult Protection Sept 2016 
(3rd author) 
29-30th 
May 2014 
International 
Qualitative 
Research 
Methods 
Melbourne 
 
Poster 
presentation. 
X2 
Both conferences and my 
poster presentations at 
International Qualitative 
Methods research conference 
in May 2015 allowed me the 
perspective of positioning my 
research within a national 
and international network. 
Seeing where there were 
gaps and areas for additional 
work. 
 
21st April 
2015 
RCN 
Research 
conference 
Nottingham 
Presentation The RCN conference in April 
2015 provided me with further 
thoughts around how I would 
continue to apply Clarks 
(2005) work in my reflexive 
practice and continue to 
capture reflexive positions 
364 
 
during data collection and 
analysis. 
 
4th June 
2015 
Northumbria 
Health and 
Life 
Sciences 
conference 
Presentation An opportunity to support and 
network with fellow colleague 
4-6th April 
2016 
RCN 
Research 
conference 
Edinburgh 
Presentation The RCN conference in April 
2016 provided me with 
additional perspective on the 
contemporary patient within 
secondary care. A quote from 
a nurse researcher who sat 
through my presentation 
suggested I was working in 
the right way in bringing the 
participants voice to the fore. 
“you have captured 
through the participant quotes 
some really insightful 
observations.” 
However, she later went on to 
add the following thought: 
 “you really don’t know 
what it’s like (to be a patient) 
unless you have experienced 
it.”  
This confirmed my view that 
more than ever as a nurse 
researcher there still remains 
a gap between what is 
known, what is heard and 
what is presented. 
 
17-19th 
October 
2016 
International 
Qualitative 
Research 
Methods 
Canada 
Poster 
presentation 
Opportunity for positioning 
my research within a national 
and international network. 
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Glossary 
For ease of use I have summarised each of the acronyms used in the following 
section for clarity. 
 
 HCA Healthcare assistant. A term introduced to describe the assistant role 
when Project 2000 commenced that was designed to replace the Nursing 
Auxiliary, or NA. The acronym HCA will be used throughout this doctoral study 
for consistency of read but I will refer to other names and titles for the 
assistant role whenever it is specific to the literature or context.  
 HCSW Healthcare support worker. A term introduced to address the assistant 
role more generically across health and social care 
 NA Nursing Auxiliary. A term used to describe the assistant role prior to 
Project 2000. 
 AP Assistant Practitioner. A term used to describe a higher level assistant role 
that was brought into the nursing workforce in North of England in 2002.   
 NuA Nurse Associate. A term used to describe a new role that will working 
alongside the HCA. An apprenticeship model that will lead to a foundation 
degree.   
 RN Registered Nurse. A term used to describe a professional registrant with 
the Nursing and Midwifery Council (NMC)  
 Practitioner. A term used to identify a member of a professional group within 
the Health service. 
 Participant. The term participant is synonymous with the research design and 
will be used throughout the thesis when referring to the contribution the 
participant made. Outside of the research context the participant will be 
known as the patient. 
 Patient. The term used to describe the general aspect of the participant’s 
experience. 
 NHS. National Health Service.  
 Secondary Care. A term used to describe care that takes place largely within 
hospitals as an inpatient or from an outpatient setting. 
 Social Care. A term used to describe organisations delivering care within 
patients own homes, residential or nursing homes 
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 Health and Social Care. A term used to describe care that takes place within 
health and social care settings. 
 
 
 
 
 
 
 
 
 
